






                                                                           

                                      Please answer the following questions and sign below 

Do You Have a Medical History of the Following: 

1. Pacemaker?                       ____Yes    ____No                                                                                  

2. ICD (Implantable Cardioverter Defibrillator)?                           ____Yes    ____No 

3. Seizures?                                  ____Yes    ____No 

4. Paralysis, stroke, multiple sclerosis?                              ____Yes    ____No 

5. Bariatric Surgery (Weight Loss Surgery)?                         ____Yes    ____No 

6. Do you have any skin conditions?                                         ____Yes    ____No 

7. Are you being treated for cancer?                                      ____Yes    ____No 

8. Loss of sensation (means that you can't feel pain, heat, or cold)?                            ____Yes    ____No 

9.  Have you ever had any neck, upper or lower back surgery?                                       ____Yes    ____No 

10. Do you have any numbness, tingling or weakness due to a                                  ____Yes    ____No 

medical condition not related to your accident?                

 

  11. Are you pregnant or is there a possibility you may be?                           ____Yes    ____No 

  12. Are you breastfeeding?                            ____Yes    ____No 

 

  13. Are you being treated for pain management or participate in                        ____Yes    ____No 
         a pain management program? 

  14. Do you have a history of drug abuse?               ____Yes    ____No 
 

If any the above conditions become part of your medical history, please inform staff immediately! 

By signing below, I acknowledge that I have read and answered the above questions truthfully and to the 
best of my knowledge. I also understand that if at any time I have any of the above conditions, it is my 
responsibility to notify a staff member as soon as possible.  

 
Patient Name (Printed): ____________________________________________________________________ 
 
Patient, Parent or Legal Guardian Signature: __________________________________Date: ____________ 

Medical Assistant Signature: _______________________________________________Date: ____________ 







IMPORTANT NOTICES – PLEASE READ CAREFULLY 

                                                                                                                 “Consent to Treat” 
 

- Throughout your treatment at our facility you may receive services that consists of one or all of the following therapies:  

• Hot 
Therapy 

• Cold 
Therapy 

• Electric Stim 
Therapy 

• Active Therapy 
Exercises 

• Chiropractic 
Adjustments 

- We ask that you refrain from wearing any skincare products before your therapy sessions (lotions, creams,  perfumes, etc.)  
- Do not wear difficult clothing, it’s best to wear two pieces (pants/skirt with a shirt)  
 
NOTE: Please understand it is YOUR RESPONSIBILITY to IMMEDIATELY notify the therapy assistant during your treatment if 
you are experiencing ANY discomfort (pain, burns, throbbing, etc.) or if there are any physical maneuvers beyond what you 
can tolerate or you feel is beyond your limits.  
 
_____________________________________________________________________________________________________       

“X-Ray Consent” 

During your examination, the doctor may feel that x-rays are needed in order to provide your treatment. In order to 
perform x-rays on any patient,  our office requires that patients consent for such tests to be performed.   

Please choose one of the following: 
I understand that the doctor may need x-rays in order to administer my treatment: 

____ I GIVE my permission to perform such tests. 
____ I choose NOT to have any x-rays at this time and release the doctor of all liabilities 
 

“Pregnancy X-Ray Consent” 
I have been advised that certain X-Ray examinations involving the pelvis, exposes the uterus to radiation and therefore can 
be hazardous to an unborn child.  

Please choose one of the following: 

____To the best of my knowledge I am not pregnant or believe there is any possibility I may be pregnant. 
____I know or believe that I may be pregnant and I fully understand the risks that may be caused to my unborn baby.  
 
_____________________________________________________________________________________________________  

 

Please initial each and then sign below: 
I give my permission to Keystone Healthcare and Wellness: 

____To provide the treatment they may consider necessary or advisable for my health care.  
____To communicate with my attorney and his/her office staff the level of care I am receiving if needed. 
____To monitor my prescriptions through Sure Script.  
 
 
 
By signing below,  I acknowledge I have read and fully understand the information set forth in this document and I give my 
consent as stipulated above. 
 
_____________________________________________________________________________________________________                     
Patient Name (Printed)       

___________________________________________________                      ________________________________________ 
Patient, Parent or Legal Guardian Signature Date 




