
APPLICATION FOR TREATMENT 
Date: _________ _ 

Name: _____________________ Date of Birth: ________ _ 

Address: ______________ City: _____ State: _ Zip Code: ___ _ 

Home Phone Number: ___________ Work Phone Number: __________ _ 

Cell Number: ____________ E-mail Address: ______________ _ 

Check If You Are: 0 Married 0 Single 0 Widowed 0 Divorced 0 Separated 

Employer: _______________ SSN: _____________ _ 

Address: ______________ City: _____ State: _ Zip Code: ___ _ 

Name of Spouse: ___________________ Date of Birth: _____ _ 

Spouse SSN: ______________ Emergency Contact: ___________ _ 

Name of Primary Care Physician _________________________ _ 

Referred To Our Office By: __________________________ _ 

Who is Responsible For Your Bill? 0 Self 0 Spouse D Employer 0 Insurance 0 Other 

Name of Insurance Company and Address: ______________________ _ 

I~ you are in pClin, please mark the exact lecation of your pain on the 
diagram below. Also describe the type and fl'equenq' of your p::Jin, as 
well as any activity which brings on cr aggravates the po n. For example, 
dull, sharp, constant off & on, when standing, W""1en sitting. etc" etc, 

COMPLETE THESE DIAGR!\MS 

v 

"' AJOR COMPLAIN! 
(please cescribe only your major problem) 

How did this condition develop?-------_____________ _ 
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When was the first time you were aware of this problem? ____________________ _ 

Have you ever had this problem or similiar problem before? __________________ _ 

If yes, please explain: _______________________________ _ 

Have you ever received any treatment for this condition? _____________________ _ 

If yes, where and when, and what were your results? _____________________ _ 

Has this problem been getting better, worse or staying the same? _________________ _ 

Is there anything you do that makes your condition worse? 

Have you ever been in an automobile accident? 0 Past Year LJ Past 5 Years 0 Over 5 Years 0 Never 

Any accidents, falls, etc. that might have caused your problem 

Have you had any surgeries? If yes, please list: _______________________ _ 

Are you pregnant? 0 Yes 0 No 

Please check if you have any of the following: L vascular disease 0 metal implants 0 diabetes 

o pacemaker 0 malignancy 
Please list medications and dosage: ______________________________ _ 

Any chiropractor consulted in the past? ~ame _______________________ _ 

Dates consulted: ___________________________________ _ 

For what condition: ____________________________________ _ 

Fees arc payrlbJc ..;. the time x-ray,~, eXClminaLions and treatment·, are received, unless: other arrangements are made in advance. X-rays remain 
the property of this clinic. 

Patient's Signature: Date: ___________ _ 

40111).166021«13 
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( Confidential) 

Patient Name __________________________ Toelay's Date ________ _ 

Age ______ Birth elate _________ Date of last physical examination ___________ _ 

What is your reason for visit? ___________________________________ _ 

GENERAL 
o Chills 
I.:J Depression 
;,:j Dizziness 
o Fainting 
u Fever 
o Forgetfulness 
t.:J Headache 
LJ Loss of sleep 
U Loss of weight 
o Nervousness 
o Numbness 
U Sweats 

MUSCLE I JOINT I BONE 
Pain, weakness, numbness in: 
o Arms 0 Hips 
[J Back [J Legs 
L] Feet U Neck 
o Hands 0 Shoulders 

GENITO-URINARY 
CI Blood in urine 
o Frequent urination 
[J Lack or bladder control 
[J Paillful urination 

[) AIDS 
0 Alcoholism 
0 Anemia 
0 Anorexia 
0 Appendicitis 
lJ Arthritis 
0 Asthma 
0 Bleeding Disorders 
0 Breast Lump 
Q Bronchitis 
[J Bulimia 
0 Cancer 
0 Cataracts 

GASTROINTESTINAL 
L.J Appetite Poor 
U Bloating 
[J Bowel changes 
LJ Constipation 
D Diarrhea 
[j Excessive hunger 
U Excessive ~hirst 
o Gas 
o Hemorrhoids 
!...J Indigestion 
U Nausea 
o Rectal bleeding 
o Stomach pain 
o Vomiting 
o Vomiting blood 

CARDIOVASCULAR 
o Chest pain 
o High blood pressure 
o Irregular heart beat 
:J Low blood pressure 
:J Poor circulation 
::.I Rapid heart beat 
::.I Swelling of ankles 
o Varicose veins 

0 Chemical Dependency 
0 Chicken Pox 
0 Diabetes 
0 Emphysema 
0 Epilepsy 
0 Glaucoma 
0 Goiter 
0 Gonorrhea 
0 Gout 
0 Heart Disease 
0 Hepatitis 
0 Hernia 
0 Herpes 

Pharmacy Name ____________ Phone 
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EYE,EAR,NOSE,THROAT MEN Only 
U Bleeding gums 0 Breast lump 
0 Blurred vision [J Erection difficulties 
0 Crossed eyes [J Lump in testicles 
0 Difficulty swallowing 0 Penis discharge 
0 Double vision 0 SOfe on penis 
0 Earache [J Other 
0 Ear discharge 
0 Hay fever WOMEN Only 
0 Hoarseness 0 Abnormal Pap Smear 
0 Loss of hearing I.J Bleeding between periods 
0 Nosebleeds .J Breast lump 
0 Persistent cough .J Extreme menstrual pain 
0 Ringing in ears 0 Hot Ilashes 
C] Sin us problems ..J Nipple discharge 
i,J Vision - Flashes U Painful intercourse 
0 Vision -Halos 0 Vaginal discharge 

0 Other 
SKIN Date of last menstrual 

W Bruise easily period 
0 Hives Date of last 
[J Itching Pap Smear 
0 Change in moles Have you had 
0 Rash a mammogram? 
0 Scars Are you pregnant? 
lJ Sore that won't heal Number of children 

0 High Cholesterol [J Prostate Problem 
0 H IV Positive 0 Psychiatric care 
0 Kidney Disease 0 Rheumatic Fever 
0 Liver Disease 0 Scarlet Fever 
0 Measles [J Stroke 
0 Migraine Headaches U Suicide Attempt 
0 Miscarriage [J Thyroid Problems 
0 Mononucleosis 0 Tonsillitis 
0 Multiple Sclerosis 0 Tuberculosis 
r:J Mumps 0 Typhoid Fever 
0 Pacemaker 0 Ulcers 
0 Pneumonia 10 Vaginal Infections 
.J Polio 0 Venereal Disease 

Reorder Item ~I BFP 105 Meyer Distributing Company 1-800-472-4221 www_meyerdiSl.com 
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~am'ly"Hl"ri"'O'W: ";':" r, I, ", .,.'.' ' I':¥>';' 

---~I-- ! State of -'Age ar-r------------r-C-h-ec-k-(v-)-if-y-o'-u-r-b-Io-O-d--re-l-a(i~~h~-;-;~y-~·f Hl€ following: 
Cause of Death 

H()lat on Ag."._ ~()~_ Dea~ __ ,_________ Disease Relalionslllp 10 YOll, 

~~I{Es --"-'---'-I--'~~~~~+--------~-II--_-_-_-_-_~-___ -~=_'~~='_'-_~~=I:= __ :=_-_I ~;_:_~~:_:_~'-H-a-y-~~e~~:=~]---_--'-~_=~-'.---.. ,--~--" -----
-'-----I----l----L--------I--- -------,-"-,----1----------,,--, 

I I Chemical Dependency 
------I--~~I--I-,,-,-- ---- -'---'--"--

Diabetes 
--1-----1---,---------+----------,----, ------,--,--- ----

Heart Disease, Strol(ss 
----,--",-,,-,,--'--'--'- ---------,+--------1---

Sisters High Blood Pressure 
---- ----,1--1---------1---,- ---------,--

Kidney Disease 
------------,----1---------1---1-,---------

Tuberculosis 

1
-----'---'-'----' --"-"-'-

Other ___ --'_--' ___ -'--__ -'--_____ ---,_J __ --'-________ , _______________ "_ 

Year Reason for Hospitalization & Outcome Hospital 
Year" of Sex of 

Complications if any BirUl Birth 

" 

_--.l __ E 
- -----'---'-'----1'-------,--------

-----------~---------~I--------------------,----

Check (v) which substances you use and 

_describ~ 110~_~.~c~~~ __ use~. ___ _ 

Calfeine 

Have you ever !lad a blood transfusion? o Yes U No 
Tobacco 

----1---, ----~-,-----"-,-, 
If yes, please give apprOXimate dates ____________ _ Drugs 
---" ----------,-,--,-,--,-, 

Seriolls Illness / Injuries Date Outcome Other 

--

.. _-- ''''.c'nl;lI''·~jG~M~I'~,t\fr!)~,tl:~l:~~,ijJfi','li u ·VIAI ·.~H'Ufil'C4l· Ht~" .. ''''''''l·'_--lh"",,:,r''" '-;-' , 

-- -

Check (v) if your work exposes you to tile 
follOWing" 

'-"--. 

Siress Hazardous Substance s 

Heavy Lifting Other 

OccupatIOn 

I certify tllat the above information IS correct to the best 01 my knowledge, I will not hold my doc lor or any members of his / her stall 
responSible for any errors or omiSSions thaI 1 may have made in the completion of this form. 

Signature Date 

Reviewed By Date 
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Informed Consent for Examination and Treatment 

(we) Ilereby consent to the performance of examination and treatment on me or on 

_______________ ~, by the licensed doctors of chiropractic, medical 

doctors, and/or licensee! physical therapists who may be employed by or engaged in practice in 

this clinic. 

I have had an opportunity to discuss with the doctor(s) or other clinic personnel the 

nature and purpose of the different physical therapy procedures and chiropractic treatment 

(manipulation/adjustment). I understand that neither chiropractic nor medical treatment is an 

exact science and that my care may involve Judgments based upon facts and information known 

to the doctor. Tile doctor uses this judgment to attempt to anticipate or explain risks and 

complications and an undesir~'ble result does not necessarily indicate an error in judgment. No 

guarantee for results can be made or expected but rather I wish to rely on the doctor to choose 

and recommend a best course of treatment based upon facts known that is in my best interests. 

I further understand that there are certain degrees of risk associated with chiropractic 

health care and physical therapy, which includes rarely, but not limited Lo fractures, disc injuries, 

strokes, and strain/sprains and am therefore willing \0 accept and consent to Lhe risk associated 

with the care that I am about to receive. 

I have read, or the above information has been explained regarding consent. I have had 

an opportunity to ask questions about my examination and treatment. By signing belOW, I agree 

and intend this consent form to cover the procedures prescribed for my condition and for any 

future condjt"lons for which I seek treatment. 

Female Patients: By my signature on this form I do hereby state lhat to the best of my 

Imowledge, I am not pregnant, nor is pregnancy suspected or confirmed at this particular time. 

Date of last menstrual period __ ~~ __ 

Patient's Name (Print) 

Date 

Wililess 

68~99L9998 

Patient's Signature 

Relationship or authority iF not signed 
By patient 

© 20U4 BreakUlrouyh Coaching, LLC. UNAUTHORIZEC' DUPUCAT,CN rs ILLEGAL FOR. .... 1114 
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AUTHORIZATION AND ASSIGN1VlENT 

TO: West Knox Ctriropractic Group 
In consideration of your undertaking to treat me, I agree 10 the following: 

AI· Authorization to Release Information 
You aJ·e authOlized to release any inforrnMion you deem appropriate concemirg my physical condition to any 
insurance company, <ltlomey, or adjuster in order to process any claim tor reimbursement of charges incurred by 
me as a result of professional services rendered by you, and I hereby release you of any consequence thereof. 

Assigrunent of Cause of Action 
In the event any insurance company is obligated by contractual agreement to make payment to me or to you for 
the demand by you, I hereby assign and transfer to you the cause of action that exists in my favor against any such 
company (the name(s) of which is/are believed to be correctly set forth under pertinent datn below) and authOlize 
you to prosccute said action either in my name or your name as you see fit and further authorize you to 
compromise, settle or otherwise resolve said claim as you see fit. However, it is understood that until all 
rC'lsonable dforts have been made to collect the sums due from the insurance company (or companies) 
contractually obligated, you will refrain from attempts and c£fixts 10 collect the amounts owed directly from me. r 
understand that whatever amounts you do not collect ii'om insurance proceeds (whether it be all or part of whal is 
due), I personally owe you, and agree 10 pay in a current manner. 

Authorization to Pay Directly to Doctor 
TO: 

(Name of attorney and/or insurance company) 
In· consideration of the chiropractic services rendered and to be rendered by him. I authorize and direct the 
payment to the doctor named above of any sum I now or hereafter owe rum by you, my a!1orney, out of the 
proceeds of any settlement of my case, and/or by any insuram;e company obligated to reimburse me for tlw 
charges for his services or otherwise obligated to reimburse me for the charges for his services or olhen-vise 
obligated to make payment to me or him based in whole or in part upon the charges madc for his services. 

Acknowledgement and Understanding 
I h~Tcby acknowledge that I am receiving (or about to receive) health care services at West Knox Chiropractic 
Group, and tlu .. t I luwe been advised tlu .. t the doctor(s) providing the services is/arc willing to wait for payment for 
these services, provided that there continues to be a reasonable chance that payment will be made either by 
irsurance proceeds or out of the settlement of a liability claim. 

I understand tbnt if it is determined either: 
(a) Thill there is no insurance company obligated to pay for the services, or jf Ihe insurance company 

involved refuses to acknowledge an assignment to the doctor(s) or make other provisions for the 
protection o.fthe intercst of the doctor(s); or 

(b) If a liability claim exists, and my attorney refuses to agree to protect the interest of the doclor(s), or in 
have not engaged the sen-ices of an attorney; 

then payment for services rendered by the doctor(s) at West Knox Chiropractic Group will be made Oil a cun'cot 
basis and my bill paid in full as soon as my liability claim is settled or the passage of three months from my last 
treatment, whichever occurs first. 

Dated the _______ day of 20 

.--~-.-.-----Y-u.._,._----~~----.--.-----
(Patient's Signature) 

(Witness) 
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CHIROPRACTIC TREATMENT A'.Jl) PROTOCOL 

L MANIPULATION - Gelltle passive force to encourage nomUlI joint mechanics nnd break up scar tissue adhesion..: in ligamentH . 
. rhcrcforc, aligning tile joinLs into pIoper po~iUon Lo encourage ii.melion, increase blood now and release neurologic 
impi11gements. 

2. THACTION/MOIHLlZATlON/TRlGGER POINT These treaunents arc used in conjunction or separately to 1110 
manipulalion. These include IOllg axis traction 1-0 decrease inlnldiscal pressure~ and break up scar tiS~illC adhesions. Trigger pOlllt 
1hcrapy breaks fiR' sp;:\sm cycle of lhe LI1uscles by restimulating, contracting, alldJor relaxing musc1es at the tendon enthesis 
(':lHacil11lC'nl pOlO I). Tlds is gCL1crull}' the: strctchillg and mobilization lIsed by the uoctor prior 1"0 the manipulation. By loosening 
Ihc jnillLs, it allow::; Fx i:I smoother and more effective llli111ipulation. 

3. rVIUSCLE STlI\-1.ULATION - This is a procedure useu to pa'lsivcly exercise lllLlscular soft (issue up to tolerance of lJealthy 
Lis;';uc, but 110t past the point of pnin where tissue desu1Iction could Lake place. The clectrkal current stimulates the nerves as lhey 
enter the mll~clc and gently contrads the mU8clc 111 a rhytlnuic pattern to accomplish a variety oC l!lerapelltic benefits. At the time 
oJ'il\jury, muscles, Ijgament~, and paravertebral son ti.SSLIC (lmown as mesenchymal conncctive Lissuc) nrc -flooded with lactic acid 
and tnxic mntcrials. Tbcsc toxic material.s 111US.t be cleansed by the Lymphatic syslem. Unlike tile "bl01Jd" system which ha~ a he.nn 
to pLlltlIJ ir, lhe lymphatic system relies upon tile movement of the sun'ollIldillg tissues to push it through. While lhis uatural 
movement can be severely restricted by pain and swelling, it can be instigated with electrical muscle stimulation which conj[[]ch; 
-rhe IlllJsdus in rhythmk paltems which aid grc3t1y iu assisting Lbe budy in this e-lc3mdng process. Because inactivity allows a 
Llluscle (0 hen I in a weakened state, musde slimuluLion is nn excellent procedure because it promotes healing. :o:lrengthening, 
rcuut.:cs .spasms, and im::reascs circulation in the recuperating muscle. 

4. lILTI{A,sOLJND - Ultrasound is high Jj'equellcy sound waves which penetrate the tissue and the sound causes a vibration within 
(be tissue i.c. "micro i1l<Jssagc". Microscopic massage is the vibration of each individual cell which causes the cell to greatly 
increase its fnclabolic rale or throw off its \\'aslc products. Thb; is VCJY belpful because injured or malfunctioning tissLle call nol 
Lllclaboljzc or throw olT its waste products due to congestioll, which can cause a weakened state, malfunction, scar tiHsue, or 
GaIcific<lLion. Mcch3uical vibration of the cells is accomplished because orthe high frequency of lhc ultrasound wnvcs causing the 
molecules and the tiSHllC cells to <;rub" against each other. The friction of tllC movement of cells creates heat in the tissues which 
in turn increases the circ.ulation ill the immediate area. The increased circulation means that nutrition is being brought in to the 
aren Cor healing and \vn:-;lc matter lS being removed. 

5. ULTRASOCND/MUSCLE STIMULATIOi\ COM1HNATlON- Combines the above chsracteristics of 3 and 4 into dual 
thcrapy, thereby delivering all the therapeutic benefits at the same time. 

6. INTJ~UFI~RENTJAL ELECTRO- THERAPY -Intcrferential Electro-Therapy is a proven therapeutic treatment for the relicf 
of pain and the proTIw1ion or soil tissue healing. Tiny at11ounL~ of electrical impulses arc induced into the tissues in the vicinity of 
the injury. /\t the point \",here these waves intersect bcluw the surface of the skin, low frequency stilll.ulation is created. This 
prompts the body to :-;ecrcte endorphins ami the body's other na(ural painklllers to help relieve pain. Illterfcrential Electro-Therllpy 
reuuces ]!niuful symptoms, decreases local swelling, promotes muscle tone, helps restore normal movements, and accelerate.') the 
healing process. 

7. !VIOlS'}' IlI!:AT -- This therapy can be used to help long tcrm healing as it sonens the tissue and promotes pliabili~y as the tissue 
heaL". Hot pnck~ have severa1 lilempeutic benefiLs. Moist heal expands the openings of blood vessels to promote increased blood 
flow, thereby increasing nourishment of injured tissue. It relaxes muscles thereby rcduGing the !:ipmans; even at the lower tissue 
levels which slows pulse rate re,·.;pirnholl_ Hot packs also slow down reactions to muscle ~pasms and calms UII':: unwanled response 
to nerve c:xcitnbility that bring «stabbing pains" during muscle spasms, and dilates channels in your body to help get rid ofwa.stc 
pruducts <lnd mnkc room Jar new t[:.;;sue growth. PLI~ASE - NO HEAT ON RIl':CJ~NT INJUR yt 

H. CRYOTH]~Ri\PY (lCE- PACKS) .- "lcc it' llsed mo~t oftcn for the calming of initated nerve roots or for decreasing thc 
innammaLion of a "Iwl" spinal disc or joint. Ice is incorporated many timcs in l1ew injuries or CDllditioll:-l in \vhnt is known as the 
"acute slage" or when an exacerbation of au old injury' occurs. Icc brings on rcHef by constricting blood vessels ill the involved 
area nllt! thereby dccreC:lses tile swdling and pressure which lllli1l1ately reduce..; the pain. Thi::; constrictlon of the blood vessels 
clec:rcuses the po,ssibiht:y of internal bleedillg occurring in the 111uscle.s, ligalllents, and surrounding tissues Wllich appear LSS a 
brui."c. 

9. TRACTION (SPINALATOR) - Motorized intermittent traction places a gentle stretch on the spine to separate the vertebrae and 
relieve direct nerve pressure. 1t <IIso takes Lhc stress of the discs between the vertebr<lc. This stretching efrect of the dISC cre.1tei"i 
sue-tiun and lets Lhc disc absorb more blood and healing nutrients, thus allowing it to heal more qulckly. Trnction reduces 
adhesion!':>, mobilizes joints, restores ligament elasticity, reduces hyciroHtatic pressure, and ."ttrengthens area of lnvolvcmcnt. 

10. TRACTIOI"'; MECHANICAL -U,t~lizcs computerized technology to slowly stretch either the cervical or lumbar spine to 
decrease intradiscal 0f intra-joint pressure. By relieving this pressure it creales a gravity negative effect allowing [or po~~ible 
retractioll or expanded jOtllt materials therefore relieving painful pressures and also incorporates all benefits of 9. 

ALWA YS, IF YOU HAV"~ QUESTIONS, PLEASE ASK TUE DOCTOR OF STAFF. THANKS. 

1 have 1"C'ld and cunsent to lhe above tre[l(l11cnts:~ _______ .. _____ Date 
Patient's Signature 
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WEST KNOX CHIROPRACTIC GROUP 

DU. AlAN C. LENSGRAF. ,'IINi,;I'III),'''': 

WEST KNOX CHIROPRACTIC GROUI' 
llU'AA COIl1I'LV\NCJ;: «'OHM 

DU. DANIEL n. I{OEtSCIl 

I, '," ,lmve receiyed a 00py ofWcsl Kilo): Chiropractic Group's 
N,~ii~:~-';li;~l-tTcnlJ)fivac'y PJ1lctT~~s. -

1 hereby (lulilori",,, Ule usc ,,('disclosure "fillY imlividwLilyidcnlinablc health i,llliJJ'lllaliulI 
(,'ecords oj' lrcntmcnllu be released 10 pdmru:y care pJlyskian and whon rcqlle~tcd by inslIl'''llcl' 
C',oll'(JallY), I understand tlwt Ihis autimrizaticll is yolU[llllry_ 

I hereby give my consent lor West ,I(nox ChirojJ['fJctic Grollp 10 usc allli di~clnse proleded health 
illli''''Jllatloll abcmt me to carry olllll'eulmClll, paymenl: and hcalihclIJ'c opemtioll, With this 
C(Jllscltl, 'Vest Kuox Chiropractic may cull Iny l.lome en other u1l.cl'llaliyc location <lIH[ lcay~ a 
'l1c~sagc 011 yoice miJ]J. With this consenl, Wesl KJI(lX Chiropnwtic Group nlHy muillu my lWlllc 
ur other alternative location appoiJltmcnt rcminder ciu'lls, birll1du)' eimls, recall poslcilrr!s, Ie;( tel'S, 
pal[Gni: ~latclllcn[s, etc, 

Dille 

" , 
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