
Rockford Chiropractic                                                                                                                                            P: 763-477-5720
8060 HWY 55                                                                                                                                                             F: 1-866-595-5649
Rockford, MN 55373                                                                                                                                              KargRcc@gmail.com 

Name:_____________________________________  DOB:_______________   Today's Date: ___________________________

Address:___________________________________________ City:_______________________ State: ______ Zip:___________

Phone: (H) __________________________________        (C)_________________________________        SSN:_______-______-_______

Email :______________________________Gender:   Female   Male         Martial Status:    Married   Divorced    Widowed    Single

Primary Care Provider:_________________________________________Emergency Contact:____________________________

Employer:_____________________________________________ Occupation:________________________________________

Type of work you do:__________________________________________ Work Status:  Full time  Part Time  Disabled  Student

How did you hear about our office?____________________________________________________________________________

INSURANCE INFORMATION - Please provide your insurance card and driver’s license when checking in:

Who is responsible for this account? ___________________________________ Insurance Carrier:______________________

Name of Insured:_________________________________________________________________________________________

Birth Date: __________________________________ SS#___________/____________/________________

Relationship to patient:  Self   Spouse   Child   Other_______________________________________________________

Insurance ID: ________________________________________ Group Number:__________________________________

Privacy Statement
I understand that, under the Health Insurance Portability & Accountability Act of 1997 (HIPAA), I have certain rights to privacy regarding my
protected health information.   I understand that this information can and will be used to:

• Conduct, plan and direct my treatment and follow-up among the multiple Healthcare providers-directly and    indirectly.
• Obtain payment from third-party payers.
• Conduct normal healthcare operations such as quality assessments.

I have been informed by Rockford Chiropractic of your Notice of Privacy Practices containing a more complete description of the uses and
disclosures of my health information.   I have been given the right to review such Notice Of Privacy Practices (NPP) prior to signing this consent.
I understand that the office of  Dr. Steve Karg, DC has the right to change its NPP from time to time and that I may contact them at any time at the
address listed below to receive an updated copy.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or
health care operations. I also understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to
abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent that you have taken action relying on this consent.

PATIENT NAME____________________________________     SIGNATURE_______________________________________

Please Fill Out the Following:

CHRONIC ILLNESSES   (Check  the disorders that you currently have) fill in type of condition on line next to illness)

    Alcoholism/Substance Abuse          Epilepsy or Seizures                   Herpes __________                      Multiple Sclerosis

    AIDS/HIV/ARC                              Fibromyalgia                               Hypertension                                 Polio

    Anemia                                             Gout                                             Kidney Disease                             Rheumatic Fever

    Asthma                                             Hayfever                                      Mental Illness __________           Stroke or TIA

    Cancer _______________               Heart Disease                               Migraine Headaches                     Thyroid Disease

    Diabetes                                           Heart Failure                                Miscarriages/Abortions                 Tuberculosis

    Emphysema                                     Hepatitis_______________         Mitral Valve Prolapse                    Ulcers
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Immediately following my last visit (if applicable) I felt:                         Better               Same           Worse

Since This Problem began I feel:                                                              Better               Same            Worse

Mark areas affecting you on diagram to right

RECENT Cause/Date of Onset :                                                                                      

Rating:         no pain   1      2      3      4      5      6      7      8      9      10   worse pain 

Description of the pain or sensation:

Stabbing   Sharp   Burning   Dull   Achy   Throbbing   Shooting   Numb   Tingling

Other:__________________________________________________________

How often are symptoms present?

Intermittent  (1%-25%)   Occasional (26%-50%)   Frequent (51%-75)  Constant (76%-100%) 

When is it Worse:  Morning   Midday   After Work     Evening    Nighttime _______________

What Activities make it worse: ________________________________________________

What things make if feel better: _______________________________________________

Is this condition from a RECENT:           AUTO ACCIDENT   YES  /   NO       WORK INJURY       YES   /    NO

If yes, please describe the accident:__________________________________________________________________________

_______________________________________________________________________________________________________

Past Medical History:  Have you been treated for this condition in the past?  If so, how and by whom? _____________________

_______________________________________________________________________________________________________

Have you had any of the following:   Imaging/Surgeries/Other Past Medical History:_____________________________________

_______________________________________________________________________________________________________  

Please report any applicable Family History:_____________________________________________________________________

List:  Known Allergies: ___________________________________ Medications: _______________________________________

Have you been treated by any other Chiropractor(s) this past year?    YES      NO        How many times?

Provider Section:
 BP:_________/_________    PULSE:__________     RESP:________    WEIGHT:___________ HEIGHT:________

ROM:   NECK    MB     LB:    F          E          RR           LR          LLF          RLF
Reduced: 
_________________________________________________________
ORTHOPEDICS:                                                Services:
                                                                                     98940 CMT1              99212  Est 2

                                                                                     98941 CMT2              99213 Est 3

NEUROLOGY:                                                             97014 EMS                99202  NP 2    

 Ref:   UE  LE  CN's   WNL   _________                      97010 MHP                99203  NP 3

 Sensation: UE LE   WNL    __________                     97012 Trac                 97110  Ther Ex

 MS:  UE  LE   WNL    _______________                   97035 US                   ____________ 

__________       ___________     __________     __________   _________   __________ 

 Dr. Done______  Lori  Done ______  SCANNED ________
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REVIEW OF SYSTEMS
For new patients, established patients who may be having a new problem, or our patients who we haven’t seen for a while,
we need to update our records as to your general medical health. In each area, if you are not having any difficulties, please
check “No Problems.” If you are experiencing any of the symptoms listed, PLEASE CIRCLE THE ONES THAT APPLY, or 
explain any that may not be listed. If you have any questions about this, please ask one of the your doctor.

Const. (Health in General)      ❑  No Problems             Lack of energy, unexplained weight gain or weight loss, loss of 
appetite, fever, night sweats, pain in jaws when eating, scalp tenderness, prior diagnosis of cancer. 
Other: _______________________________________________________________

Ears, Nose, Mouth & Throat    ❑  No Problems         Difficulty with hearing, sinus problems, runny nose, post - nasal 
drip, ringing in ears, mouth sores, loose teeth, ear pain, nosebleeds, sore throat, facial pain or numbness. 
Other: _________________________________________________________________

C-V (Heart & Blood Vessels)        ❑  No Problems            Irregular heartbeat, racing heart, chest pains, swelling of feet 
or legs, pain in legs with walking. Other: _______________________________________

Resp. (Lungs & Breathing)       ❑  No Problems         Shortness of breath, night sweats, prolonged cough, wheezing, 
sputum production, prior tuberculosis, pleurisy, oxygen at home, coughing up blood, abnormal chest x-ray. 
Other: _______________________________________________________________

GI (Stomach & Intestines)       ❑  No Problems        Heartburn, constipation, intolerance to certain foods, diarrhea, 
abdominal pain, difficulty swallowing, nausea, vomiting, blood in stools, unexplained change in bowel habits, incontinence. 
Other: ________________________________________________

GU (Kidney & Bladder)     ❑ No Problems       Painful urination, frequent urination, urgency, prostate problems, bladder 
problems, impotence. Other:______________________________________

MS (Muscles, Bones, Joints)   ❑  No Problems       Joint pain, aching muscles, shoulder pain, swelling of joints, joint 
deformities, back pain. Other: ___________________________________________

Integ. (Skin, Hair & Breast)    ❑  No Problems         Persistent rash, itching, new skin lesion, change in existing skin 
lesion, hair loss or increase, breast changes. Other: ______________________________

Neurologic (Brain & Nerves)   ❑  No Problems          Frequent headaches, double vision, weakness, change in 
sensation, problems with walking or balance, dizziness, tremor, loss of consciousness, uncontrolled motions, episodes of 
visual loss. Other: __________________________________________

Psychiatric (Mood & Thinking)       ❑  No Problems         Insomnia, irritability, depression, anxiety, recurrent bad 
thoughts, mood swings, hallucinations, compulsions. Other: _______________________

Endocrinologic (Glands)   ❑  No Problems           Intolerance to heat or cold, menstrual irregularities, frequent 
hunger/urination/thirst, changes in sex drive. Other: _______________________

Hematologic (Blood/Lymph)   ❑  No Problems         Easy bleeding, easy bruising, anemia, abnormal blood tests, 
leukemia, unexplained swollen areas. Other: _______________________________________

Allergic/Immunologic  ❑  No Problems      Seasonal allergies, hay fever symptoms, itching, frequent infections, 
exposure to HIV. Other: _______________________________________________

Is there anything else you would like to go over?______________________________________________________________

_______________________________________________________________________________________________________________

PATIENT SIGNATURE ___________________________________________________    DATE _________________
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Oswestry Pain Questionnaire 
(This helps to give  a percentage of disability the condition is causing you at this time.)  

      10.  Pain Intensity:

 0   I have no pain.

 1   Pain comes and goes and is very mild.

 2   Pain is constant and is very mild.

 3   Pain comes and goes and is moderate.

 4   Pain is constant and is moderate.

 5   Pain is constant and is severe.

20. Personal Care:

 0   I look after myself normally w/o causing extra pain.

1   I look after myself normally but it causes extra pain.

 2   It’s painful looking after myself; I am slow/careful.

 3   I need help but manage most of my personal care.

 4   I need help every day in most aspects of self-care.

 5   I don’t get dressed, wash w/difficulty, stay in bed.

30. Lifting:

 0   I can lift heavy weight w/o extra pain.  

 1   I can lift heavy weight but it gives extra pain. 

 2   Pain prevents me from lifting heavy weights but I can
      manage if they are conveniently positioned.
 3   Pain prevents lifting heavy weights but I can   manage 

medium conveniently positioned weights.

 4   I can only lift very light weights.

5   I cannot lift or carry anything at all.

40. Walking:

 0   Pain does not prevent me walking any distance.

1   Pain prevents me from walking more than one mile.

 2   Pain prevents me from walking more than ½ mile.

 3   Pain prevents me from walking more than ¼ mile.

 4   I can only walk using a cane or crutches.

5   I am in bed most of the time and crawl to the toilet.

50. Sitting:

 0   I can sit in any chair as long as I like.

 1   I can only sit in my favorite chair as long as I like.

 2   Pain prevents me from sitting for more than 1 hour. 

 3   Pain prevents me from sitting for more than ½ hour.

 4   Pain prevents me from sitting mor ethan 10 min.

5   I avoid sitting as it increases my pain straight away.

60. Standing:

0   I can stand as long as I want w/o extra pain.

1   I can stand as long as I want but w/ extra pain.

2   Pain prevents standing for more than 1 hour.

3   Pain prevents standing for more than ½ hour.

4   Pain prevents standing for more than 10 min.

5   Pain prevents me from standing at all. 

70. Sleeping:

0   I have no trouble sleeping. 

1   I can only sleep well by taking medications.

2   I get less than 6 hrs before the pain wakes me.

3   I get less than 4 hrs before the pain wakes me.

4   I get less than 2 hrs before the pain wakes me .

5   Pain prevents me from sleeping at all.

80. Changing Degree of Pain:

0   My pain is decreasing and I am getting better. 

1   My pain fluctuates but I am getting better.

2   My pain is decreasing; improvement is slow.

3   My pain is not changing – not better or worse.

4   My pain is increasing; gradually getting worse. 

5   My pain is rapidly increasing – getting worse.

90. Social Life:

0   My Social life is normal and no extra pain. 

1   My Social life is normal but increases pain.

2   Pain has no significant effect on my social life   apart 

from limiting more energetic interests.

3   Pain restricts my social life; I don’t go out often.

4   Pain has restricted my social life to my home.

5   I have no social life because of pain.

100. Pain Intensity:

0   I can travel anywhere w/o extra pain.

1   I can travel anywhere but with extra pain.

2   Pain is bad but I can take journeys over 2 hrs.

3   Pain restricts me to journeys less than 1 hr.

4   Pain restricts me to short journeys under ½ hr.

5   Pain prevents travel, except to my doctor.

Date:                        Scanned_____ Dr. Checked______                                              Oswestry Score:_____
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AUTHORIZATIONS AND RELEASES
Please read each section that pertains to you.  Should you have any questions, feel free to talk to a staff person.  Without 
signing below in the appropriate sections, we reserve the right to refuse treatment.

Consent for Treatment (all patients)

The undersigned, hereby authorize Dr. Steve Karg, DC and whomever he may designate as his assistant(s) to perform
diagnostic tests, including but not limited to radiographs, and to administer treatment as is necessary.  I also certify that
no guarantee or assurance has been made to the results that may be obtained.  I understand and agree that health
and  accident  insurance  policies  are  an  arrangement  between  an  insurance  carrier  and  myself.   Furthermore,  I
understand that this office will prepare any necessary reports and forms to assist me in making collection from the
insurance company and that any amount authorized to be paid directly to this office will be credited to my account upon
receipt.  I permit this office to endorse remittances for the conveyance of credit to my account.  However, I clearly
understand and agree that all services rendered to me are charged directly to me and that I am personally responsible
for payment.  Also, by signing this form you are acknowledging that you understand our clinic’s HIPPA Policy.   

          

Request for Payment of Benefits to Provider of Care (all patients)

I hereby authorize  the,  Insurance Company/Insurance Administrator to pay by check,  and for payment  be mailed
directly to Rockford Chiropractic, for expense benefits allowable and otherwise payable to me under my current policy,
and as payment  toward the total  charges for professional  services rendered.   I  have agreed to pay,  in a current
manner, any balance of said professional charges.  I agree that this office be given power of attorney to endorse/sign
my name on any and all drafts for payment of my bill.  Accounts that become delinquent after 90 days are sent to a
collection service.

    

Attorney Representation and Protection of Balance (patient cases with legal representation)

I, the undersigned patient am directing my Attorney,                                                                                     , to pay any
outstanding bills out of my settlement and, in effect, protecting any such balance.  I hereby make and declare the
instructions herein contained to be irrevocable.  I fully understand that I am directly responsible for all medical bills and
this agreement I made solely for the doctor’s additional protection and consideration of his awaiting payment.  I further
understand that such payment is not contingent on any settlement, judgment or verdict by which I may eventually
recover said fee.  I have been advised that if my attorney does not wish to cooperate in protecting the doctor’s interest,
the doctor will not await payment but will require me to make payment on a current status.
 

 Consent for Treatment of Minor (only patients below the age of 18)

I hereby authorize Dr. Steve Karg, D.C., and whomever he may designate as his assistant(s), to perform diagnostic
test(s), including but not limited to radiographs, and to administer treatment as he deems necessary to my (Circle One)
SON / DAUGHTER   (Child's name)                                                                                       

                                                                                                                            

Appointment Cancellation Policy:

A $25 fee will be assessed for all missed appointments not canceled with at least 24 hour advanced notice.

___________________________________ ______________________________________
Print Name Patient’s Signature

Date:_____________________

---------------------------------------------------------- ______________________________________
Print Name Guardian’s Signature

Date:_____________________


