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!

,)A!B6CADBEF(GC6BEDHB,(ICEFDI(HC,)H6(
!

Today’s Date:  _________________ Email Address: __________________________________________!

Child’s Name: _____________________Middle: ________________+++!,-./0!++++++++++++++++++++++!

Child’s Date of Birth: __________+++++!12#0!34#-5.6!+++++++++!3789/:.6!++++++++!!;#<0!!!M   F!!!!
!

=-5#9/(>?-5@A-9!B-7#.0!++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

1@@5#..0!++++++++++++++++++++++++++++++++++++++++++++!CA/40!++++++++++++++++++++++++++++!

;/-/#0!+++++!DAE!C8@#0!++++++++++!F87#!=:89#0!+++++++++++++++++!C#GG!=:89#0!++++++++++++++++!

H-/#!8I!JA5/:!3K(H(L60!+++++++++++++++++++++++++++!;#<0!!!M   F!!!K-5A/-G!;/-/?.0!!!S   M   W   D!

;8MA-G!;#M?5A/4!B?7N#50!!++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

L8?5!O7EG84#50!++++++++++++++++++++++++++++++++++!PMM?E-/A890!+++++++++++++++++++++++++++!

Q85R!1@@5#..0!++++++++++++++++++++++++++++++++++++++!Q85R!=:89#0!+++++++++++++++++++++++!

B-7#!8I!;A29AIAM-9/!P/:#50!+++++++++++++++++++++++!;A29AIAM-9/!P/:#5!H-/#!8I!JA5/:0!++++++++++++++!

B?7N#5!8I!C:AG@5#90!+++++++++++++B-7#.!8I!C:AG@5#90!+++++++++++++++++++++++++++++++++++++++!

B-7#!8I!S-7AG4!H8M/850!+++++++++++++++++++++++++++++++++!H8M/85!=:89#0!+++++++++++++++++++!

Q#5#!48?!5#I#55#@!N4!-98/:#5!:#-G/:!M-5#!E58I#..A89-GT!!Yes   No!!!Q:87T!+++++++++++++++++++++++!

Q:87!7-4!U#!/:-9R!I85!5#I#55A92!48?!/8!8?5!8IIAM#T!++++++++++++++++++++++++++++++++++++++++++!

F-$#!48?!#$#5!5#M#A$#@!M:A58E5-M/AM!M-5#T!!Yes   No!!!H-/#!8I!G-./!$A.A/0!+++++++++++++++++++++++++++!

F-.!48?5!M:AG@!#$#5!5#M#A$#@!M:A58E5-M/AM!M-5#T!!Yes   No!!!H-/#!8I!G-./!$A.A/0!++++++++++++++++++++++++!

B-7#!8I!E5#$A8?.!C:A58E5-M/850!+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!!
!

"#!$%&'!()!%#!'*'+,'#$-.!/0'%&'!$(#1%$12!

B-7#0!+++++++++++++++++++++++++++++++++++++++++!"#G-/A89.:AE0!++++++++++++++++++++++++++!

F87#!=:89#0!++++++++++++++++!C#GG!=:89#0!++++++++++++++++++!Q85R!=:89#0!+++++++++++++++++!
!

,JHHCAD(ICEFDI(,)A6BDB)AK(
!

H#.M5AN#!/:#!7-V85!M87EG-A9/3.6(5#-.893.6!/:-/!N5A92.!48?!-9@!48?5!M:AG@!/8!8?5!8IIAM#0!++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!
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Q:#9!@A@!/:A.!./-5/T!++++++++++++++++++++++++++++++++++++++!F-.!:#(.:#!:-@!/:A.!N#I85#T!!!Y   N!

Q:-/!@8!48?!I##G!M-?.#@!/:A.!E58NG#7T!+++++++++++++++++++++++++++++++++++++++++++++++++++++!

4E#0!!!Pain   Numbness   Swelling   Muscle Spasms   Headache   Tightness   Stiffness   Tingling   Weakness!!!

?-GA/40!!!Sharp   Dull   Aching   Throbbing   Crushing   Stabbing   Local   Radiating   Burning   Migraine   

Tension    Hormonal   Sinus   Organic     

P9!-!.M-G#!8I! &!MA5MG#!/:#!9?7N#5!/:-/!!
5#E5#.#9/.!/:#!.#$#5A/4!8I!48?5!E-A90!

9@AM-/#!U:#5#!48?5!E-A9!A.!G8cated with an “X”:!

!!!!!!!!!!!!!!!!! !

BP!=1 B!

K ,H!=1 B!

KPHO"1 O!=1 B!

;O O"O!=1 B!

H ;1J, B>!=1 B!

!

!! !! !

!! !! !

!! !! !

!!

 

.!/:#!=-A90!!!Constant   Frequent   Intermittent   Occasional   Infrequent!

.!/:A.!M89@A/A89!@?#!/8!-9!-MMA@#9/T!!Yes   No!

O<EG-A9!-MMA@#9/0!++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

CA5MG#!/:#!-M/A$A/A#.(78$#7#9/.!N#G8U!/:-/!-5#!E-A9I?G!I85!48?5!M:AG@!/8!E#5I857T!

Sitting    Standing    Walking    Bending    Lying Down    Other: ______________________________________ 

Q:-/!-M/A$A/A#.!7-R#!48?5!child’s!M89@A/A89(E-A9!N#//#5T!++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

.!/:A.!M89@A/A89!U85.#!@?5A92!M#5/-A9!/A7#.!8I!/:#!@-4T!!Yes   No!!!Q:#9T!+++++++++++++++++++++++++!

.!/:A.!M89@A/A89!A9/#5I#5A92!UA/:!!!Activities   Sleep   Routine   Other: _________________________________!!

.!/:A.!M89@A/A89!2#//A92!E5825#..A$#G4!U85.#T!!!Yes    No!

F-.!48?5!M:AG@!.##9!-9489#!#G.#!I85!/:A.T!!!Yes    No    Q:8T!++++++++++++++++++++++++++++++++++++!

O<EG-A9!E5#$A8?.!-9@!M?55#9/!M-5#!I85!/:A.!E58NG#70!+++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

.!48?5!M:AG@!/-RA92!-94!7#@AM-/A89.!I85!/:A.!E58NG#7T!!!Yes    No!++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!
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!

FE )H(EA6(6CFB CH+(IB;D)H+K(
!

K8./!E#8EG#!#<E#5A#9M#!/:#A5!IA5./!.?NG?<-/A89!39#5$#!.4./#7!A9/#5I#5#9M#6!@?5A92!/:#!NA5/:!E58M#.. !:8U!

@8!48?!5#M-GG!the child’s birthT!

  -Section -Section  

        

  Forceps Delivery   

    

    n 
 

JA5/:!@#/-AG.0!++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

Q#5#!/:#5#!-94!E5#29-9M4!E58NG#7.T!++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

,-N85!85!@#GA$#54!E58NG#7.T!++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

C892#9A/-G!@#I#M/.!85!-987-GA#.T!++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!
!

GE;D( C6B,EF(IB;D)H+K(
!

F-.!/:A.!M:AG@!:-@!-94!.?52#5A#.T!!!Yes    No    ! I!4#. !EG#-.#!#<EG-A90! !

H8#.!/:A.!M:AG@!M?55#9/G4!/-R#!-94!7#@AM-/A89.T    Yes    No   I!4#. !EG#-.#!GA./0!++++++++++++++++++++++!

!

 F-.!/:A.!M:AG@!.?II#5#@!-94!.#$#5#!-MMA@#9/.T!!!Yes    No   I!4#. !EG#-.#!#<EG-A90!++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!
!

Pediatrician/Family MD’s Name: ____________________________________________________+++++++!

1@@5#..0!++++++++++++++++++++++++++++++++++++++++++++!CA/40!++++++++++++++++++++++++++++!

;/-/#0!++++++++++!DAE!C8@#0!+++++++++++++++!PIIAM#!=:89#0!+++++++++++++++++++++++++++++++++!

! !

!
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GE;D(ICEFDI(IB;D)H+K(
 

S85!/:#!I8GG8UA92!M89@A/A89. !EG#-.#!MA5MG#!!!I85!E5#$A8?.G4!:-@!85!Δ!for currently have…!
!

O  Δ  Headaches! ! ! O  Δ  >58UA92!=-A9.! ! ! O  Δ  Fainting!
O  Δ  High Blood Pressure! ! O  Δ  C8G@.(SG?! ! ! O  Δ  Dizziness!
O  Δ  Low Blood Pressure! ! O  Δ  B#MR!=-A9! ! ! O  Δ  Heart =58NG#7.!
O  Δ  J-MR!=-A9! ! ! ! O  Δ !;G##EA92!=58NG#7.! ! O  Δ !157!=58NG#7.!
O  Δ  HA-55:#-! ! ! ! O  Δ  F4E#5-M/A$A/4! ! ! O  Δ  Allergies!
O  Δ  15/:5A/A.! ! ! ! O  Δ  ,#2!=58NG#7.! ! ! O  Δ  K?.MG#! #5RA92!
O  Δ  S-/A2?#! ! ! ! O  Δ  8A9/!=58NG#7.! ! ! O  Δ  55A/-NAGA/4!
O  Δ  H#E5#..A89! ! ! O  Δ  HA2#./A89!=58NG#7.! ! O  Δ  19#7A-!
O  Δ  J58R#9!J89#.! ! ! O  Δ  C89./AE-/A89! ! ! O  Δ !O-5-M:#.!
P!!Δ!!1N9857-G!;?2-5!,#$#G.! ! P!!Δ!!H#M5#-.#@!O9#524! ! P!!Δ!!=-5-G4.A.!
O  Δ  P5/:8E#@AM!=58NG#7.! ! O  Δ  =885!1EE#/A/#! ! ! O  Δ  #9.A89!
O  Δ  ":#?7-/AM!S#$#5! ! ! O  Δ  "?E/?5#.(F#59A-.! ! O  Δ  Stiff Neck!
O  Δ  C89$?G.A89.(;#A ?5#.! ! O  Δ  J#:-$A85-G!=58NG#7.! ! O  Δ  Bed Wetting!
O  Δ  ;A9?.! 58?NG#.! ! ! O  Δ  C885@A9-/A89!=58NG#7.! ! O  Δ  1./:7-!
O  Δ  H#M5#-.#@!O9#524!! ! O  Δ  Q-GRA92!=58NG#7.! ! O  Δ  B#?5A/A.!
O  Δ  1//#9/A89!=58NG#7.! ! O  Δ  P/:#50++++++++++++++++++++++++++++++++++++++!

!

!E BF+(ICEFDI(IB;D)H+K(
!

H8#.!-94!7#7N#5!8I!48?5!I-7AG4!.?II#5!I587!48?5!M?55#9/!M89@A/A89T!!Yes   No   Q:87T!++++++++++++++!

194!8/:#5!E#5/A9#9/!I-7AG4!:A./854(M89@A/A89.0!++++++++++++++++++++++++++++++++++++++++++++++++!

.!/:#5#!-!I-7AG4!:A./854!8I0!!Heart Disease  Cancer  Arthritis  Diabetes  Other:______________________!
!

.!/:#5#!-94/:A92!#G.#!U#!.:8?G@!R98U!-N8?/!48?5!M:AG@T!!!!!!Yes    No!!!+++++++++++++++++++++++++++!

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++!
!

(

G1/&*2 $1/'.1*(;. *12$/&K( (612&K( (
! !
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  Patient ID: ____________________ 

!"#$%&'()*(+"$(,-./"0/1#2.#(
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HI+JKLA(ML!)?JIAM)L(?K,)?6(
%

*+,-".,%/+0"1%2222222222222222222222222222222222222222222222222222222222222222222222222%

3+,"%45%6-7,8%9:(3(;<1%222222222222222=4>-+?%=">@7-,A%/@0B"71%2222222222222222222222222222222%
*?"+C"%>8">D%4."1%
%
E%%F%;"CG%H%8+#"%-.C@7+.>"%,8+,%H%I4@?J%?-D"%#"7-5-"J$%H%+0%K74#-J-.L%M4>@C"J%4.%;4@%N8-74K7+>,->%I-,8%0A%
-.C@7+.>"%-.5470+,-4.$%
%
E%%F%/4G%H%J4%.4,%8+#"%+.A%-.C@7+.>"%,8+,%H%I4@?J%?-D"%#"7-5-"J$%%
%
=@BC>7-B"7OC%M-7C,%/+0"1%222222222222222222222222222222222%P+C,%/+0"1%222222222222222222222%

=@BC>7-B"7OC%3+,"%45%6-7,8%9:(3(;<1%2222222222222=4>-+?%=">@7-,A%/@0B"71%22222222222222222222222%
=@BC>7-B"7OC%Q0K?4A"71%2222222222222222222222222222R>>@K+,-4.1%222222222222222222222222222%

S47D%TJJ7"CC1%222222222222222222222222222222222222%N-,A1%2222222222222222222222222222222%
=,+,"1%2222222222%U-K%N4J"1%222222222222222%S47D%*84."1%2222222222222222222222222222222222%

H.C@7+.>"%N41%222222222222222222222222222222222222%*84."%/@0B"71%22222222222222222222222%
TJJ7"CC1%22222222222222222222222222222222222222222222222222222222222222222222222222222%

V74@K%/@0B"71%22222222222222222222%*4?->A%/@0B"71%22222222222222222222222222222222222222%
S84%-C%7"CK4.C-B?"%547%,8-C%+>>4@.,W%222222222222222%!"?+,-4.C8-K%,4%*+,-".,1%22222222222222222222%
%
=">4.J+7A%H.C@7+.>"%N41%222222222222222222222222222222222%*84."%/@0B"71%22222222222222222%
TJJ7"CC1%22222222222222222222222222222222222222222222222222222222222222222222222222222%

V74@K%/@0B"71%22222222222222222222%*4?->A%/@0B"71%22222222222222222222222222222222222222%
S84%-C%7"CK4.C-B?"%547%,8-C%+>>4@.,W%222222222222222%!"?+,-4.C8-K%,4%*+,-".,1%22222222222222222222%

%

!""#$%&'%()*+),'%'+#(")!%-).'/'!"')

I, the undersigned, certify that I (or my dependent) have insurance coverage with the insurance companies 

listed above and assign directly to Focused On You Chiropractic L.L.P.C all insurance benefits, if any, 

otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges 

whether or not paid by insurance.  I hereby authorize the Focused On You Chiropractic L.L.P.C to release 

all information necessary to secure the payment of benefits.  I authorize the use of this signature on all 

insurance submissions. 

!"CK4.C-B?"%*+7,A%=-L.+,@7"1%2222222222222222222222222222222222222%%3+,"1%222222222222222222 

FORTIFY CHIROPRACTIC
460 Main St. W. • Rainsville, AL 35986 • 256-638-4228

Rev. 06/2020

ASSIGNMENT OF BENEFITS AND RELEASE

I, the undersigned, certify that I (or my dependent) have insurance coverage with the insurance companies

listed above and assign directly to Fortify Chiropractic all insurance bene!ts, if any, otherwise payable to me

for services rendered. I understand that I am !nancially responsible for all charges whether or not paid by

insurance. I hereby authorize Fortify Chiropractic to release all information necessary to secure the payment

of bene!ts. I authorize the use of this signature on all insurance submissions.

Responsible Party Signature:__________________________________________Date:____________________



Focused On You Chiropractic 

2201 Double Creek Dr.  Ste. 5003 ! Round Rock, TX  78664 ! 512-733-8838 
Rev. 4/2013 
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Pregnancy Release:  Informed Consent to X-ray 

 

To be completed on day of x-ray, if x-rays are to be taken. 

 

All women of childbearing age must sign this release and check the appropriate category. 

 

“This is to certify that, to the best of my knowledge, I am not pregnant.  The images radiology consultant 

and/or doctor has my permission to take x-rays.  I will assume all responsibility for all effect on a fetus 

potentially present.” 

 

 

[  ]  I am presently using birth control pill, contraceptive, or an IUD as a form of birth control 

 

[  ]  I have started my menstrual period in the last 10 days 

 Date: _________________________ 

 

[  ]  I have had a hysterectomy or tubal ligation 

 

[  ]  I am presently in menopause or post-menopause 

 

[  ]  Other 

 Please Explain: _________________________ 

 

[  ]  None of the above 

 

 

Patient Name: ____________________________________________________________ 

 

Signed: _________________________________________________________________ 

 

Date: _________________________ 

 

Witness Name (if applicable): _______________________________________________ 

 

Signed: _________________________________________________________________ 
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I hereby request and consent to the performance of chiropractic procedures, including various

modes of physio therapy, diagnostic x-rays, and any supportive therapies on me (or on the patient

named below, for whom I am legally responsible) by the doctor of chiropractic at Fortify

Chiropractic or other licensed doctors of chiropractic and support staff who now or in the future

treat me while employed by, working or associated with or serving as back-up for the doctor at

Fortify Chiropractic, including those working at the clinic or office listed below or any other

office or clinic, whether signatories to this form or not.

I have had an opportunity to discuss with the doctor of chiropractic at Fortify Chiropractic and/or

with other office or clinic personnel the nature and purpose of chiropractic adjustments and

procedures.

I understand and I am informed that, as is with all Healthcare treatments, results are not guaranteed

and there is no promise to cure. I further understand and I am informed that, as is with all

Healthcare treatments, in the practice of chiropractic there are some risks to treatment, including,

but not limited to, muscle spasms for short periods of time, aggravating and/or temporary increase

in symptoms, lack in improvement of symptoms, fractures, disc injuries, strokes, dislocations and

sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications,

and I wish to rely on the doctor to exercise judgement during the course of the procedure which the

doctor feels at the time, based upon the facts then known, is in my best interests.

I further understand that Chiropractic adjustments and supportive treatment is designed to reduce

and/or correct subluxations allowing the body to return to improved health. It can also alleviate

certain symptoms through a conservative approach with hopes to avoid more invasive procedures.

However, like all other mealth modalties, results are not guaranteed and there is no promise to

cure. Accordingly, I understand that all payment(s) for treatment(s) are final and no refunds will be

issues. However, prorated fees for unused, prepaid treatments will be refunded if I wish to cancel

the treatment.

I further understand that there are treatment options available for my condition other than

chiropractic procedures. These treatment options include, but not limited self-administered, over

the counter analgesics and rest; medical care with prescription drugs such as anti-inflammatories,

muscle relaxants and painkillers; physical therapy; steroid injections; bracing; and surger. I

understand and have been informed that I have the right to a second opinion and secure other

opinions if I have concerns as to the nature of my symptoms and treatent options.

I have read, aor have had read to me, the above concent. I have also had an opportunity to ask

questions about its content, and by signing below I agree to the above-named procedures. I intend

this consent to cover the entire course of treatment for my present condition and for any future

condition(s) for which I seek treatment.

Name of Patient:________________________________________________________________

Signature of Patient or Guardian:___________________________________________________

Date:___________________

Printed Name of Guardian and Relationship:__________________________________________


