






Detached retina Y N
Stroke Y N
Slipped disc Y N
Herniated disc Y N
Osteoporosis Y N
TIA’s (pin or mini strokes) Y N
Drop attacks (collapsing, but not fainting) Y N
Hardening of the arteries Y N
Partial or complete paralysis Y N

Claustrophobia (fear of small spaces) Y N
Spinal surgery Y N
Common cold/flu Y N
Carotid artery surgery Y N
Breast removal Y N

Difficulty urinating Y N
Loss of bladder control Y N
Loss of bowel control Y N
Temporary loss of vision, one eye Y N
Blood in urine Y N

PATIENT HEALTH SURVEY

FULL NAME ____________________________________________________________ AGE_________ DATE _______________

Have you ever (at any time) experienced any of the following?
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Have you ever been diagnosed with or told you have one of the following?

Do you currently have, or could you be, any of the
following?

In the past 14 days (2 weeks), have you
experienced any of the following?

Rheumatoid Arthritis Y N
Fractured/broken vertebra Y N
Bleeding disorders Y N
High blood pressure Y N
Blood in stool Y N
Cancer Y N
AIDS Y N
Kidney disease Y N
Prostate disease Y N

Nausea Y N
Vomiting Y N
Vertigo (spinning) Y N
Difficulty walking Y N
Incoordination Y N
Numbness or other sensory complaints Y N
Loss of consciousness Y N
Double vision Y N
Blurred vision Y N
Tinnitus (ringing in ears) Y N
Speech problems Y N
Clumsiness Y N
Memory loss Y N
Travel by car/truck Y N
Personality changes Y N
Fever Y N
Recurrent headaches Y N
Diarrhea Y N
Used a tanning bed/booth Y N
Skin rash/infection Y N
A major fall Y N
A minor fall Y N
An auto accident Y N
A work injury Y N
Loss of strength Y N
Pain moving bowels Y N
Head trauma Y N
Abnormal period Y N

Pregnant Y N
Taking birth control pills Y N
Receiving hormone therapy Y N
 Male  Female
Receiving chemotherapy Y N
Receiving radiation therapy Y N
Taking blood thinners Y N
A heavy smoker (1 or more packs.day) Y N
Surgical/medical implanted devices:

Aortic clips Y N
Brain clips Y N
Artificial heart valves Y N
Rods, pins, screws Y N
IUD Y N
Surgical clips/wires Y N
Shunt Y N
Neurostimulator Y N
Dentures Y N
Pacemaker Y N
Hearing aid Y N
Insulin pump Y N
Joint replacement Y N
Cochlear implants (ear) Y N

Other implanted devices:
Metal fragments (head, eye, skin) Y N
Bullets/shrapnel Y N
Body piercing Y N
Tattoos Y N
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Patient #:___________________ 

Pain Drawing 
 

Name:_____________________________________ Date:____________________________ 
 
Date of Birth:_______________________________ Examiner:________________________ 
 

TELL US WHERE YOU HURT. 
Please read carefully: 
Mark the areas on your body where you feel your pain. Include all affected areas. Mark areas of 
radiation. If your pain radiates, draw an arrow from where it start to where it stops. Please extend the 
arrow as far as the pain travels. Use the appropriate symbol(s) listed below. 
 

Ache  - A  Numbness  - N  Pins & Needles - P  
                     Burning – B   Stabbing – S   Throbbing - T  







Patient Health Information Consent Form 
 
We want you to know how your Patient Health Information (PHI) is going to be 
used in this office and your rights concerning those records.  Before we will begin 
any health care operations we must require you to read and sign this consent 
form stating that you understand and agree with how your records will be used. If 
you would like to have a more detailed account of our policies and procedures 
concerning the privacy of your Patient Health Information we encourage you to 
read the HIPAA NOTICE that is available to you at the front desk before signing 
this consent. 
 
1. The patient understands and agrees to allow this chiropractic office to use 

their Patient Health Information (PHI) for the purpose of treatment, payment, 
healthcare operations, and coordination of care. As an example, the patient 
agrees to allow this chiropractic office to submit requested PHI to the Health 
Insurance Company (or companies) provided to us by the patient for the 
purpose of payment.  Be assured that this office will limit the release of all PHI 
to the minimum needed for what the insurance companies require for 
payment.   

2. The patient has the right to examine and obtain a copy of his or her own 
health records at any time and request corrections.  The patient may request 
to know what disclosures have been made and submit in writing any further 
restrictions on the use of their PHI.  Our office is not obligated to agree to 
those restrictions. 

3. A patient's written consent need only be obtained one time for all subsequent 
care given the patient in this office. 

4. The patient may provide a written request to revoke consent at any time 
during care.  This would not effect the use of those records for the care given 
prior to the written request to revoke consent but would apply to any care 
given after the request has been presented. 

5. For your security and right to privacy, all staff has been trained in the area of 
patient record privacy and a privacy official has been designated to enforce 
those procedures in our office.  We have taken all precautions that are known 
by this office to assure that your records are not readily available to those 
who do not need them.  

6. Patients have the right to file a formal complaint with our privacy official about 
any possible violations of these policies and procedures. 

7. If the patient refuses to sign this consent for the purpose of treatment, 
payment and health care operations, the chiropractic physician has the right 
to refuse to give care. 

 
I have read and understand how my Patient Health Information will be used and I 
agree to these policies and procedures. 
 
 
Name of Patient                                                        Date  
 



 
Consent to X-Ray 

 
 
 
I hereby acknowledge that Dr. Brandon B. Wilson and/or his staff at North Texas Spinal Health & 

Wellness has informed me of the advisability of, risk inherent in, and the probable consequences of 

not receiving X-rays.  He/She has also explained to me the reasons and need for such X-rays.  I do 

hereby authorize Dr. Brandon B. Wilson, a licensed Doctor of Chiropractic, to perform all such x-

rays as he deems pertinent to the diagnosis and management of my case. 

 

Dated this ___________day of  ___________, 20___. 

 
 
Patient Signature / Signature of Parent (if a minor) 

 

Witness 

 
 

PREGNANCY WAIVER 
(to be completed by all females of childbearing age) 

 
 
I hereby acknowledge that Dr. Brandon B. Wilson and/or his staff at North Texas Spinal Health & 
Wellness has informed me prior to being x-rayed of the advisability of risk and the probable 
consequences of receiving x-rays during pregnancy. I have stated of my own volition that I am not 
pregnant nor am I attempting to get pregnant as of this date and do hereby release and hold harmless 
from any legal action or responsibility caused by the use of this procedure.  
 
____________________________________________ 
Printed Name of Patient  
 
_____________________________________________ ______________________________ 
Signature of Patient/Authorized Representative of Patient   Witness  
 
_____________________________________________ 
Date  



INFORMED CONSENT TO CHIROPRACTIC TREATMENT 
 
PATIENT NAME  
 
North Texas Spinal Health & Wellness 
Dr. Brandon B. Wilson 
12398 FM 423 Ste 300 
Frisco, Texas  75034  
(972) 712-5556 
 
The primary treatment used by doctors of chiropractic is the spinal manipulation, sometimes called spinal 
adjustment.  
 

 The nature of the chiropractic adjustment.  
I will use my hands or a mechanical instrument upon your body in such a way as to move your joints. 
That may cause an audible "pop" or "click," much as you have experienced when you "crack" your 
knuckles. You may feel or sense movement.  

 
 The material risks inherent in chiropractic adjustment.  

As with any healthcare procedure, there are certain complications, which may arise during chiropractic 
manipulation. Those complications include: fractures, disc injuries, dislocations, muscle strain, Horner's 
syndrome, diaphragmatic paralysis, cervical myelopathy and costovertebral strains and separations. 
Some types of manipulation of the neck have been associated with injuries to the arteries in the neck 
leading to or contributing to serious complications including stroke. Some patients will feel some stiffness 
and soreness following the first few days of treatment.  

 
 The probability of those risks occurring.  

Fractures are rare occurrences and generally result from some underlying weakness of the bone, which 
we check for during the taking of your history and during examination and X-ray. Stroke has been the 
subject of tremendous disagreement within and without the profession with one prominent authority 
saying that there is at most a one-in-a-million chance of such an outcome. Since even that risk should be 
avoided if possible, we employ tests in our examination which are designed to identify if you may be 
susceptible to that kind of injury. The other complications are also generally described as "rare."  

 
 Ancillary treatment.  

In addition to chiropractic adjustments, I intend to use the following treatments:  
 
 

 
These treatments involve the following additional significant risks:  

  
 
 

 The availability and nature of other treatment options.  
Other treatment options for your condition include:  
 

 Self-administered, over-the-counter analgesics and rest  
 Medical care with prescription drugs such as anti-inflammatories, muscle relaxants and painkillers.  
 Hospitalization with traction  
 Surgery  

 
 
 
 



 The material risks inherent in such options and the probability of such risks occurring 
include:  
 

 Overuse of over-the-counter medications produces undesirable side effects. If complete rest is 
impractical, premature return to work and household chores may aggravate the condition and extend 
the recovery time. The probability of such complications arising is dependent upon the patient's 
general health, severity of the patient's discomfort, his pain tolerance and self-discipline in not 
abusing the medicine. Professional literature describes highly undesirable effects from long term use 
of over-the-counter medicines.  

 
 Prescription muscle relaxants and painkillers can produce undesirable side effects and patient 

dependence. The risk of such complications arising is dependent upon the patient's general health, 
severity of the patient's discomfort, his pain tolerance, self-discipline in not abusing the medicine and 
proper professional supervision. Such medications generally entail very significant risks - some with 
rather high probabilities.  

 
 Hospitalization in conjunction with other care bears the additional risk of exposure to communicable 

disease, iatrogenic (doctor induced) mishap and expense. The probability of iatrogenic mishap is 
remote, expense is certain, exposure to communicable disease is likely with adverse result from 
such exposure dependent upon unknown variables.  

 
 The risks inherent in surgery include adverse reaction to anesthesia, iatrogenic (doctor induced) mis- 

hap, all those of hospitalization and an extended convalescent period. The probability of those risks 
occurring varies according to many factors.  

 
 The risks and dangers attendant to remaining untreated.  

Remaining untreated allows the formation of adhesions and reduces mobility which sets up a pain 
reaction further reducing mobility. Over time, this process may complicate treatment making it more 
difficult to treat and less effective the longer it is postponed. The probability that non-treatment will 
complicate a later rehabilitation is very high.  

 
DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE ABOVE.  
I have read or have had read to me the above explanation of the chiropractic adjustment and related 
treatment. I have discussed it with Dr. Brandon Wilson and have had my questions answered to my 
satisfaction. By signing below, I state that I have weighed the risks involved in undergoing treatment and 
have myself decided that it is in my best interest to undergo the treatment recommended. Having been 
informed of the risks, I hereby give my consent to that treatment.  
 
DATE         

Printed Name  
 
       Signature  
 
WITNESSES      Signature of Parent or Guardian (if a minor) 
 
 
Printed Name       Signature  
 
 
 
 
 
 



****NOTICE**** 
 PLEASE PRINT THIS PAGE AND BRING WITH YOU, BUT DO NOT FILL OUT 

 
 

CONDITION OF PATIENT AT TIME OF CONSENT PROCESS 
 

Based on my personal observation and direct conversation with the patient, I conclude that 
throughout the consent process he was:  
 

[  ] Oriented as to time and place  
[  ] Coherent and lucid  
[  ] Receiving medication but unimpaired  
[  ] Able to understand the language used  
[  ] Assisted in understanding by use of an interpreter 

(Interpreter's Name _______________________)  
[  ] Assisted in consent process by family members  

 
Name                                Relationship  

 
[  ] Assisted in consent process by staff members  
  
 Name 

 
Patient had the following questions and was supplied with the following answers: 
COMMENTS:  
 
 
 
 
 

 
I certify that the above accurately describes the consent process in this case.  

 
DATE  
        Signature of Doctor  
 

 
Witness  

 
 



 
           

        Missed Appointment Policy 
 
 
 
 
We want to thank you for choosing us as your chiropractic health provider.  In order to 
provide you and our other patients with the best spinal care, we request that you follow 
our guidelines regarding broken and/or cancelled appointments.  Please remember that 
we have reserved appointment times especially for you.  Therefore, we request at least 24 
hours notice in order to reschedule your appointment.  This will enable us to offer your 
cancelled time to other patients that desire to get their treatment completed.  When you 
cancel your appointment at the last minute, everyone loses – you, the doctor and other 
patients that would like to have utilized your appointment time. 
 
Since our office does not charge for broken or cancelled appointments, please realize how 
important it is to keep your reserved time.  Thank you for your consideration of our 
policies and for the opportunity to be your chiropractic office of choice. 
 
 
 
 
 
             
Signature          Date 




