
McCarron Lake Chiropractic

col{FtDElllrAL PAnE T lllFoRMATlol{
ie;;fill in all po.rions ofrhe foin lfvou need u! hclp

plealc ask lh€ rcceplionist,

How did you hear about our clinic?

Name Home PhoDe

Darc

SS#

Ciry Statc zip

Age_ Birth Date

EMAIL address:

Marital Status Children Cell Phone

Ethnicity: Hispanic,{-atino Asian African AJneric.qtt American Indian White Other Decline

Employer

Gendcr M or F

Occupation

Prirnary Care Provider/Clinic

In case of Emergency contact

I!!!I3!!!9-D4!3 (ctlnl" policy rcqun€s paymcll dransenenrs bc made on fte lisr !isir.)

Fo. Non-Auio Accid.nt & WorkComp.

Do you have insurance?

Policy #

ls there secondary insurance?

Name ofpafty responsible for payment

Phone #

Policy #

Auto Accid€nt Insurance & Work Conp

When did tbe accident occur?

Have you reponed youraccident to your insumnce company

Your Insurance Co.

Whal is your Claim #?

Policy #

DriverNamc Insurance Co Policy#
pttht,thde yn vR n tld n.bk)

Have you retained an attomey?_ Ifyes, who

CONSENT FORTREATMENT: By signing this form, I consent to and authorize my health care provider to examine and treat me
loday and in lhe futur€. I understand that this could include x-mys, education or other diagnostic procedures. I understand thar my
provider is available and it is ny responsibility to ask them to explain the purpose ofthe procedures and treatmenr and rbal I have lhe
right to refuse the recommendation treatment und€r any circumstances.

PAYMENT POLICIES: If your deductible has not been met, yo! will be expecled to pay for services as rend€red untillhe total
deductible has been net. Imponant: your insurance coverag€ is a contract belween you and your insurance company and you are
ullimately responsible for your bills here. It is therefore, necessary for you tocontactyour insurance company lo findoulspecific
benefits. There will be a $5.00 late fee each month for bills that are more than 30 davs late.

AUTO/TORK CoMP INSURANC0 COVERAGE: We will bill your insurance company for you and have payment come direclly
to Mccanon Lake Chiropraclic. But, you are responsible for any charges nol covered by your insurance company. lfchecks are sent
directly to you from your insurance company then you are solely responsible for thar account with no deducrion fiom thal bill.

Patienl's Signalure ( or guardisn) Date



Palicnt Name: Dale ofBirth-
Personal Medic*l Hfutgrv {ifdyof$c iolloeine@ Ekrml ro yoor medrc.l hisrory, plesc mdt the apr@riarc box)

H.d tl.d H.d
Crncer

Polio

Tub.rculosls

High BP

Her.t Trouble

Diabetes

Heprtitis

STD's

PMS

Dyslroply
MS

Convulsions

Epllepsy

Dizzin€ss

Arth.itis

Kidoey Issu€s

Hypoglycemia

Rheumrtlsm

Emphysemr

Sinus Trouble

Scoliosis

Depression

Hlgh Choleslcrol

Ercessive
Bruislng

Bulimia

Slroke

Ea.4!!y-g!$9.gltt{*" pasr or presenr fmily memb€n had dy ofrhe below? Ifyes, !I!!9 who nexl to $e conditioD)

Cancer ! Muscul Dystrophy Osl€oporosis I Kidney Problems

Polio : Multiple Sclerosis - Rheumatiso :TB
Tub€rculosis f Convulsions : Alzheimer's I Digesdve Problems
High Blood Pressure I Epilepsy li Aslhna I Alcoholism

rr HeartTrouble t-i BackPain ! Neurilis tl Arihritk
'i Diabeies I Stroke ! Anemia t] Hepalilis

Social Historv

Alcohol Use Daily_ we€kly_ How much?

Cofi.€ Uie Daily_ Weekly_ How much?

'Iobacco Use Drily W€ekly Howmuch?

Exercis€ Daily_ Weekly_ How much,/Whal?

P.in Relievers Daily_ Wq:kly_ How much./whall

Soft Drink Intrk€ Daily Weekly_ How much?

Wr!.r Intrke Daily_ Weetly_ tlownuch?

R€$eational Drugs Daily_ Weckly_ How tnucvwhat?

JobSlres? Yes or No Vrccinrted? Yes or No

Supplenents Use Daily_ Weekly_ Hoq much/Whaf

P.scribediu€dhation Ho$much./Whail

Are you allergic to any medication?

Are you plggle!]!?

lfso, whal

Ifyes, how far along

Dale of last physicalexam

Have you €ver had broken bones? Y / N

Have you ever been hospitalized? Y / N

Have you ever had surgery? Y / N

Dale of last menstrual period

Have you ever been in an auto sccidenl? Y / N



Patient Name

Please describe hor,r your problem began:

plerse "X" op the.Lmgsesaueyg_.{lsp_Jalhq$94rlgbt!

Date

When did your problem begin?

Have you seen anyone else for this problem? Yes oi No

Ifyes, who have you seert and what did they do for you?

Have you had an X-rays, CTs, or MRIS for this problem? Yes or No

Ifyes, what was done, where and when was it done?

BACK



Patient Name Today's Date

Date of Birth

Activities of Da ily Livang (How does thi5 condition cufrently interfere with you r life and abilityto function?)

€fi€<r En< ffd
sittins 

-- 
O--{F-- O-- O

Riring out of chdir -=-!c___+O
standinq ------=G--O---
walkins at- -{!3-a\
Lyins down O a\ CI C
Bending over -*- - _--O-'ll)-_--o-o
Climbinq stai6 ---- ------O-o-- o-O
Usins a omputer ?----+ O---- O
Gettinq in/out of Gr------o--Q----+--_!
D.avinqac.r ---- - -- - 

-tooLns over shouldef ------G- -r:)-H
Ca'ingforfamily ------ o'- _o-'G. o

alYd €fi.d
Grocery shopplns ----- ---O--€--O''-_o
Hou5ehold.hores -----@
Lifting objects ----------_l(:)-__,l:)-_(H
Reachine overhead ----- - !H =]H
showerjns or bathins ------O--- -rc--O
Dretsing myself 

------o 

-'-<) _o____!
Love tre _---o.-o-o=-_o
Gettjns to sleep 

-----O--o 
-o-O

st.Yrns asleep --- -------+-()-_o-O
concentratins C-----at {)- C
Erercisinq ------O-O----_o ' 'o
Yard work 3---C 3 f

Pf escription medication

Walking

Exercise

Stretching

Running

YOga

Standing

Acupuncture

Hot Bath

Please cirlce any ofthe below that provide you some relieffrom your problem:

Over the counter medication

lce therapy

Heat therapy

Mas5agetherapy

Chiropractic care

Physicaltherapy

Sleep

Sitting

Hot Shower

Other:



McCarron Lake Chiropractic

Financial Agreement

Please remember that insurance is considered a method of reimbursing the
patient for fees put to the doctor and is NOT A STIBSTITUTE FOR
PAYMENT. Some companies pay fixed allowances for certain procedures
and others pay a percentage ofthe charge. It is your responsibility to pay any
deductible amount, co-insurance, or any other balance not paid by your
lnsurance.

YouR INsf,R.ANcf, MANDATES wE coLltrcr copAys AT THE TrME oF
SERVICE. CO-INSURANCf,S AND DEDUCTIBLES WILL Bf, BILLED TO YOU.

Ifthis account is assigned to an attomey/outside agency for collections and/or
suit, McCarron Lake Chiropractic shall be entitled to reasonable attomey's
f'ees and/or collection fees.

I authorize payment of medical benefits ro the physicians or supplier at
McCarron Lake Chiropractic for services I receive.

I authorize the release of any medical records or other information necessary
to process this claim, to determine liability for payment, and to obtain
reimbursement on any claim,

Print Narne Insured's Signature
(lf different than patient)

Patient Signature

f"a"yt O"t"Date of Birth



!t4 cC atY qn f. aq.e C hir ovr actk
1820 Rice Street

St. Paul, Mn 551 13

Clinic Consent ard Relationship Form

TO OUR PA'|IENTS: Before you begin treatment at McCarron Lake Chiropractic, the law requires that we

explain your rights and responsibilities while a patient at our office. Ifyou have a complaint or concern about
your care. please discuss i1 first with your care provider. Please read and sign the form below. Ask questions if
you do not understand it. lfyou need a language interpreter we can provide one for you.

I undersland I hav€ the right to revoke this consent, in writiog, at sny lim€ ercept where Mccarron Lake Chiroprrclic has

alrerdy made disclosures in reliance on this cons€nr. I hav€ review€d the options sbove end hav€ ioitialed rll thal apply b€lo$.
I understsnd thsl I sm paying for services rend€red and nol for results obtsioed from lh€se treatments.

tN|TIAL TO INDICATE APPROyAL
CONSENT FOR TRtrATMtrNT: Bysi$inshis fonn,l conscnr toand duthorize mt hcallh cue povideilocxaminc and trcal me today

.nd in rhc,nrur I undestmd thatthiscould includc xjays, eduoalion o. o1hc. diasnosric procedures. I undeBland that lny providcr h awihblc
aDd il is myresponsibiliry to sk th€n 10 explain th€ purpos ofrheprccedures md lreatmetrt and thal I tuve the riehl to rciusc thc rccommendation
tMmcnl und.r any c(cubsldces.
INSURANCE/MEDICARE/MEDTCATD ASSIGHMENT OF BENOFITS PAYMENT TO MCCARRON LAKE
CHIROPRACTIC MEDICAL BILLS: I would like a "Oird pany Pays" (forexmplq ny insurance company/Medicaid/ftlcdicarc or its

relaled oBanialiontlo paythebills for my services at Mccanon Lakc Chirol8ctic to the erlent rhe Paycr is r.quir€d lo do so undcr my polict ol
insurancc or lhc hw. Thcrefore. l requesl that pardem of my bills b, rhc lhird pdly paye/ be made lo Mccaton Lale Chiropractic on m)
behlll tu nu serices fumished to me br or in Mccaror Lale Chiropractic. I a$isn 1h€ benefits parabh for physician \ servic$ to the
phrsicians ororgaDizations funrishing ile senices In consideratioD olclinic visirs,I agte Lopa) Mccmn Lake Chircpracric Ib.allclEscs rot
corcrcJ by!n) third panJ pa)er. A photo copy oflhis Asignnrcnl shlllb€ considsed s effcclive ed valid as lhe oriEinal.

R[L[AS[ OF MIDICAL RICORDS FOR BILLINC PURPOSES: In nrdy iGtmces a'lhird pany payer" will pay a ponion ofnD
cnft. nedical bill rclarcd lo todat s \isir. Etuples of tird pany parci are medical ed auto insuran@ conpeies. workcB coDpcnsalion
insudncccaricN. Mediqid. Medi@orns related orsanizarions. ln order lor a $nd part) payei top.) mJor tllofm\ bills eluted ro !isils ar

NlccaBon Lakc Chiropraclic. I udeElmd the tnird p.nl p.y- h!) rcqune iniomarion abour$e cue od trcahenl lrecei\cd I authorize
Mccndon Lrkc chnopidcric or isrelaredenrnics torch6c rorh. rhiidpan) pa)c6 any infomation needed lo ddcmi!'c rhc rJl) itnr ie hred
to thc mcdical tratments I recene
PAYNIENT POLICI[S: Ifyourdcdudible h6 nor ben mel. you willbc cxpcctcd topay forsedices as rendced until$c louldeducrible has

he.nn.r. lmpon.nt:your insurane colcraee is a contracl b.ttle lou and tour insurance comptuy dd tou ao ultimalclt rdponsible iorrotr
bills hcrc. lr is rhcrcforc, nec€ssaD- for ]ou ro conrcr J our insurancc conFn, to llnd ou1 specifrc bcnetits. Tlree $ill be 3 St.00 latc lic cach

nronth lor bil1s lhdt.remore than 30 days 1a1c.

AUTO/WORK COMP INSURANCI COVERAGA: we *ill bill you insurdce codpany for lou and have paymcnt cotnc dircclly ro

Mccaiior l.akc Chircrnctic. aut, you m.esponsible for any ch.rg6 nor coleEd by your insumnce conpany. Ifcheoksarcscntdirecrlyloyou
ftom your insurdncc conp.nt rhentoum solely rcsponsible fu thrt accounl wilh oo d€duclion from lhai bi1l.

X-RAY RELEASE: Ilislhe policicsof McC@n L e ChnoFadicro mailallx-rays toany phtsicio touwunr ud nor handcd tolhc
individualforrranspon, Wc lvill have the x-rays sent lhe Mne ddy sr ruccive a signed relede fron you. We willpat poslagc, clc.

RELEASE Or MEDICAL RECORDS FOR MY MEDICAL CARE OR AS REQUTRED BY LAW: I unde6tsnd thal i1 is

imnonafl rhat mt medicalprovidcE havc access to any ofni medicll rccods *hich willhelp them lo safely ftar me md 
'nan.Be 

ny medical€rc.
I agrcc rhur a copt ofnl medicalre@rds. wilh the exception ofpsrchothcdp, noles. mat be sent to rny ofoy phlsicians or heal$car€ Provider
I llsoasreclhar fvlccaron l-ateChitupdcLic cm Ele6c mr medicolrccods to accreditins or regul.line agcnci6 iiOose agcncics rcqucst my

r..ords and ilrhc la$ allo\rs rho* agencies access ro m! rccords (Records re not aulon.lially sent lo )our referi.B phjsicians. llc) nunbe

ll.rlrhCarc facilit) RequestingRecordsFron':

L).n. or \cr rc, RcLtu.{cJ: .\l-L.\\D.\\\ RICORDS O\ |ll.t: \S \\ [1.1. \S IL\DIOGRIPIII(] Sl t DlIS lF]l llS & lt!-POl{ l5i

Pfint Name Date

Ifother, relationship

Patient Signature/Other



McCAiloN l,AIl C|lioP&rqrc
NotEa ot PiveY Pi crtcll

Prol.dini lh! pdv.., .t yo|/r plrJon h!.hh inloraatton lt lmpot!|t1 lo u, Thb noa, &itrlbri ior i.torflt on

rbosl voq ,nry b. !aaa, and disdorrd ..d hor yov can t'l .t(art to rlrlt lolormrtion. p,ar.. ..!id it (it.fullv

oil.lorlr. of vour D.otlrtd har|ln dlo.n to. wrthoul .urhonrrnon B i!.tlr:im'red to d.ll^.d irtuttionr lhat

itulu.,. .et!r^.' c.r., qc.lltt r:r! t.n<. ..rrni.r. 9!b& h..llh, t6cai.n t^d lt' e^lotcarc't *iivrrl" AnY

oth.r drEloru,.t td thc s)roo*e ol tr.3lm..t. ,!vn..l. o. e.actk. op!t.!lo.twilr b. mtd. o6tY.licr obttinitl
tor/. cort .t. You d.y r.q!!tr relri<liotrr o. disclot!..t.

olrdo$r.i o{ Prota.r.d h..hh in{o.dllon .r. tfnlt(l lo rl. .thlmon ..c.3t!ry fd rh. Plr9ot ol lhe dittloturc'

Thh trollilon do.r not lDgly ro $c rr.ndc( ol m.dl6l.lcordt lof r..ah.nt.

Yoo m.t htP.cl a nd receiv{ .oriet ol you recotdt wirhh !o d.vt ol . ..qu6t 10 Co to Th'te ntY be ' 
r !'!on'bl'

coia!.r€d Ie. lor rhe pho{o.ortr.& poti.$ rnd p,cp.'.lion.

You hive rh! rldrr ro.equen thll *a.or:.r, amlnd o, d.l.ic inloth.tio^ in volr rslord! W. wrll,.ipond to"(h
r?q!!*.r rcqlir.bY r.w. all sucn .cqu.rtr rholld b. i. Miti.8

w. Faintrin . hiirod at ,tL.r€d hcllth intons.llon dbdoler.t rh.l i, .{.altllL lo vo!.

l. th. luruf., s! m.f contad yo! da tbtno.., emlilo. bY l.na. for rrfr.|m.nl .a.tanacr5, on.osncemlnlt

rnd to Inform You :!o{rl orJr oractk€ &d itt trtll You hava lhi tthr to tefuta lirraa conl..!, t, .€ceive i'lorm.tion

W. do ln. m.,o.ny ot ou.Ihrr.9!!li! mod.fi '.t in .n 'op.. (r€ot@n!' ent.orhedl lnd th.rc{otc n it poslble

thrt.@ttr. p.4o. colld oE.h...a tonltrr.tion ItYo obi.cl ot.t. uftomloa.ble with thit rru3|lon Yo! 'nav
r.o@tt . !.iv.ta t.ratm€d r@m.

O!, Oi.cli(t it ..qutr.d to .b'd. b{ rnit 
'!.tkc, 

W. h.w tiL .{hr to cl..a. rhj! 
^otk 

i. thc lolur.. Alry t.!&o6t
wlll & troni..arly dircby€d in. chrnv rrllr.lo..tlo. '. our otlK.

You day lil! . ( onDl.int nbout o!. F iv.c, liolttion! W .on t ct'n3 Or J.ton A. s.nni al 651 {89{550

t Otttcr Ule OnlY""""
w. .rt n9r.d lo o6tt'. watt* ..r@r.dat@.t ot td.ior ol nJr No!<' ot Pt@'Y ?t"rkd !{rt thr :(i@Lat'd^r
(cvld @r n our..a b.<.u!.:

Codn!r(atior bt i.n t.on,blled obo,nrnS rrt. J.rrc*1.!g.6.rt
An.n{tgrntv utr!a} r,.v..1!d ur irom oblrhiq ihc 

"rnowr'!8rt'{



Massaqe

We kindly ask that you give a 24-hour notice
when canceling your appointment. We

understand that sometimes longer notice
cannot be given due to certain circumstances.

However, if you have two cancelations or if
you have two no-show's, you will be required
to pay 50'h of all future massage

appointments in advance AND will not be

refunded should you miss or cancel the

appointment without a 24'hour notice.

*NOTE* If you are treating through an auto

accident or workers' compensation injury'
you will not be allowed to schedule future
massages.

Thank You for Your Understanding!

Patient Name:

Patient Signatue:

Date:


