Dr. Kevin R. Greenspan, D.C., C.C.E.P.
Chiropractor, Certified Chiropractic Extremity Practitioner
4573 US 221N • Marion, NC 28752 • (828)691-3551

Date: ____________________________

Patient Demographics / Personal Information

Full Name: ____________________________ ____________________________ 
Date of Birth: ____________________________   Age: ________   Gender: M / F 
Address:
Street______________________________________________________________________
City:______________________________State: NC   ZIP: _____________________
Phone (Home): _______________________   (Cell): ____________________________
Email: ____________________________
Emergency Contact Name: ____________________________ Relationship: __________
Phone: ____________________________
Occupation: ____________________________   Employer: _______________________

How did you hear about us? ________________________________________________________________

Brief Health History

Reason for Visit / Chief Complaint:
__________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________

Current Symptoms (location, intensity 1-10, duration):
__________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________

Past Medical History (surgeries, major illnesses, injuries):
__________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________

Current Medications / Supplements:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies: _____________________________________________________________________________
Family Health History (relevant conditions):
__________________________________________________________________________________________________________________________________________________________

Do you have any of the following? (Check if yes)
[ ] High Blood Pressure   [ ] Diabetes   [ ] Heart Disease   [ ] Cancer   [ ] Osteoporosis [ ] Stroke   [ ] Arthritis   
[ ] Other: __________________________________________________________________

Informed Consent Acknowledgment

Chiropractic care, including spinal adjustments and other procedures, is generally safe and effective for many conditions. The primary treatment involves manual or instrument-assisted manipulation of joints, which may produce an audible “pop” or “click.”

Potential Benefits: Relief of pain, improved mobility, and enhanced overall function.

Potential Risks: Temporary soreness or stiffness (common); less common risks include muscle strain, sprain, fracture, disc injury, or (rarely) stroke associated with neck manipulation.

I have been informed of the nature, risks, and benefits of chiropractic treatment, as well as alternatives (e.g., medication, physical therapy, surgery). I have had the opportunity to ask questions.

I consent to chiropractic examination and treatment as deemed appropriate by the doctor.

Patient Signature: ____________________________   Date: ____________________

(If patient is a minor — Parent/Guardian Signature: ____________________________   Relationship: ____________________________)

HIPAA Acknowledgment

I acknowledge that I have been offered or provided a copy of this practice’s Notice of Privacy Practices, which explains how my health information may be used and disclosed.

I understand my rights regarding my protected health information under HIPAA.

Patient Signature: ____________________________   Date: ___________________

(If patient is a minor — Parent/Guardian Signature: _________________________________________________________

If unable to obtain acknowledgment — Reason: ________________________________________________________________
























1) Informed Consent Acknowledgment - Chiropractic Care
Important: North Carolina guidance emphasizes that a signed form does not replace a face-to-face discussion. Your doctor will review risks, benefits, and options with you.



I understand that chiropractic evaluation and treatment may include (but is not limited to) spinal manipulation/adjustment, mobilization, soft-tissue techniques, therapeutic exercise, and other procedures as clinically indicated.
I have had the opportunity to discuss with my chiropractor:
· My condition/diagnosis and the recommended course of care
· Reasonable alternatives (including doing nothing / referral)
· The usual and most frequent risks and hazards of the recommended care


Possible risks may include temporary soreness or increased pain, sprain/strain, bruising, aggravation of a pre-existing condition, and (rarely) more serious complications. For cervical (neck) manipulation, serious complications such as stroke have been reported rarely; the exact relationship is not fully understood.


· My questions were answered to my satisfaction.
· I consent to chiropractic evaluation and treatment.
· If patient is a minor, name of parent/guardian _________________________________________________________

Signature __________________________________________________ date _________________________ 

Patient  Signature ____________________________________________date _________________________


