










Haley Chiropractic Clinic                                           Patient Information:                                                                         
Consent for Treatment                                              Name: _________________________________________ 
                                                                                        Date of Birth: ___________________________________ 
                                                                                        Phone Number: _________________________________ 
                                                                                        Address: _______________________________________ 
                                                                                         ______________________________________________                                                                  
                                                                                                   
Introduction: 
I, the undersigned, hereby consent to receiving chiropractic care and treatment from the licensed chiropractors at Haley Chiropractic 
Clinic. I understand that this care may include, but is not limited to, spinal adjustments, manipulations, physical therapy modalities, 
exercises, and other chiropractic treatments. 
Purpose of Treatment: 
The purpose of chiropractic care is to address and manage musculoskeletal conditions, alleviate pain, and enhance overall well-
being. 
Nature of Treatment: 
Chiropractic care may involve the following: 

 Spinal adjustments/manipulations 
 Soft tissue therapy 
 Exercise and stretches 
 Postural training 
 Other therapeutic modalities as recommended by the chiropractor 

I understand that the chiropractic treatments may cause some discomfort or soreness as part of the healing process, which should 
resolve within a few days. 
Risk and Benefits: 
As with any form of medical treatment, there are potential risks involved, including but not limited to: 

 Temporary soreness or discomfort 
 Bruising or Strain 
 Risk of injury due to manipulation of the spine or joints 

The benefits of chiropractic care can include pain relief, improved mobility, and enhanced physical functioning. However, results are 
not guaranteed, and success varies from patient to patient. 
Patient’s Responsibilities: 
I agree to inform my chiropractor of any medical conditions, past surgeries, or treatments that may affect my care. I also agree to 
follow the instructions provided for home care and exercises and to attend follow-up visits as recommended by my chiropractor. 
Confidentiality: 
All personal and medical information provided to Haley Chiropractic Clinic will be kept confidential in accordance with HIPAA (Health 
Insurance Portability and Accountability Act) and other applicable privacy laws. 
Voluntary Consent: 
I acknowledge that I have been provided with information regarding the treatment options available to me and the potential risks 
and benefits. I understand that I am free to withdraw my consent or discontinue treatment at any time, without affecting my future 
care. 
Emergency Care: 
In case of an emergency during treatment, I authorize the clinic to take necessary measures to ensure my safety and well-being. 
Acknowledgement and Signature: 
By signing below, I give my informed consent to the chiropractic treatment as outlined above and agree to the terms and conditions 
set forth. I understand that I have the right to ask questions regarding my treatment and that I can withdraw my consent at any 
time. 
 
Patient’s Signature: ___________________________________ 
Date: _______________________________________________ 
 
 



HALEY CHIROPRACTIC CLINIC PAYMENT POLICY 
 

PATIENTS WITHOUT INSURANCE OR INSURANCE THAT DOES NOT COVER CHIROPRACTIC CARE: 
Patients are expected to pay for services in full at the time services are rendered. If any questions regarding these fees 
have not been answered please let us know and we will be happy to go over these fees with you. If payment 
arrangements need to be made please consult with the office manager before making an appointment A $10.00 Service 
Fee may be applied to your account if your estimated portion due is not received at the time of service. 
 
PATIENTS WITH INSURANCE COVERAGE FOR CHIROPRACTIC CARE: If your private insurance policy provides chiropractic 
benefits we will be happy to submit a claim to them for you. In accordance with our contracts with all insurance 
companies you are responsible for paying you portion at the time of service. 
Your estimated portion will be calculated by the benefit deductibles, co-pays, and/or a specific percentage your 
insurance company has established for your individual policy. A billing fee may be charged to your account if payment is 
not received at the time services are rendered. Please discuss any need for payment arrangements with our office 
manager before scheduling an appointment. Please let us know if you have new insurance since your last visit. A $10.00 
Service Fee will apply if not informed at the time of service of your current insurance, and a claim needs to be 
reprocessed due to incorrect billing information. 
 
********IT IS THE PATIENTS RESPONSIBILITY TO KNOW THEIR OWN BENEFITS. WE MAY LOOK UP YOUR BENEFITS AS A 
COURTESY. THIS IS NOT A GUARANTEE OF BENEFITS AND/OR PAYMENT DUE. THIS IS SUBJECT TO ONLY THE 
INFORMATION AVAILABLE TO US THROUGH THE WEBSITE. THE AMOUNT YOU WILL BE CHARGE FOR SERVICES 
RENDERED IS BASED ON THE CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. 
 
BILLING SCHEDULE: Statements will be mailed every other month to patients with balances due by them after all 
Explanation of Benefits are received from your insurance company(s). If patient payments are not received after the first 
notice is sent to you a billing fee may be charged to your account for every 60 days your account is past due (I.E. 90 days, 
120 days). If payment from you is not made within 120 days of your first notice from our office your account may be 
turned over to a collections agency. 
 
WORKERS COMPENSATION AND MOTOR VEHICLE COLLISION INJURIES: Please notify us if you 
have been injured on the job or in a motor vehicle accident. Worker's compensation does cover necessary chiropractic 
treatments if your claim has been approved and is currently open. A new claim will require necessary forms to be 
completed by the patient and the doctor before it will be considered by the worker's compensation department. If your 
injury claim is not allowed it is your responsibility to pay any outstanding balances. Your auto insurance company will 
pay for any necessary chiropractic treatment if you had "PIP" coverage (Personal Injury Protection) included in your auto 
insurance policy at the time of the injury. You must file a claim with your auto insurance company and complete and 
return a "PIP" application to them before they will issue any payment towards your account. Workers 
compensation/Auto insurance policies will not cover any cost incurred by retail charges (i.e. braces, ice packs, etc). 
 
I have read the above policies of Haley Chiropractic Clinic and fully understand that I am responsible for the payment of 
my account. If a minor, a parent or guardian must sign this form and be responsible for payment. 
 
PLEASE GIVE 24 HOURS NOTICE IF YOU ARE UNABLE TO MAKE YOU SCHEDULED APPOINTMENT. NO SHOW 
APPOINTMENTS WILL BE SUBJECT TO A $40.00 NO SHOW FEE. PLEASE NOTIFY US OF ANY CHANGES TO INSURANCE, 
ADDRESS, OR PHONE NUMBERS PROMPTLY. 
 
SIGNATURE_________________________________________________________  DATE__________________ 
 
PATIENTS NAME____________________________________________________________________________ 
 
IF MINOR, PARENT/GUARDIAN________________________________________________________________ 





NECK PAIN DISABILITY INDEX QUESTIONAIRE 

This Questionnaire is designed to enable us to understand how much your neck pain has affected your ability to manage everyday 
activities. Please answer each section by circling the ONE CHOICE that most applies to you. We realize that you may feel more 
than one statement may relate to you, but please only circle one that best describes you right now. 

SECTION 1: Pain Intensity 
0. I have no pain at the moment. 
1. The pain is very mild at the moment. 
2. The pain is moderate at the moment. 
3. The pain is fairly severe at the moment. 
4. The pain is very severe at the moment. 
5. The pain is the worst imaginable at the moment. 

 

SECTION  6: Personal care(Washing,Dressing,etc) 
0. I can look after myself normally without pain. 
1. I can look after myself normally, but it causes extra pain. 
2. It is painful to look after myself and I am slow and careful. 
3. I need some help, but manage most of my personal care. 
4. I need help every day in most aspects of self-care. 
5. I do not get dressed; I was with difficulty and stay in bed. 

SECTION 2: Sleeping 
0. I have no trouble sleeping. 
1. My sleep is slightly disturbed (less than 1 hour ) 
2. My sleep is mildly disturbed (1-2 hours  sleepless) 
3. My sleep is moderately disturbed (2-3 hours) 
4. My sleep is greatly disturbed(3-5 hours) 
5. My sleep is completely disturbed (5-7 hours) 

SECTION 7: Lifting 
0. I can lift heavy weights without extra pain. 
1. I can lift heavy weights, but it gives extra pain. 
2. Pain prevents me from lifting heavy weights off the floor but I can 

manage if they are positioned, for example on a table. 
3. Pain prevents me from lighting heavy weights, but I can manage 

light to medium weights if positioned correctly. 
4. I can lift very light weights. 
5. I cannot lift or carry anything at all. 

SECTION 3: Reading 
0. I can read as much as I want with no neck pain. 
1. I can read as much as I want with slight neck pain. 
2. I can read as much as I want with moderate pain. 
3. I cannot read as much I want because of moderate pain. 
4. I can hardly read at all because of severe neck pain. 
5. I cannot read at all because of severe neck pain. 

SECTION 8: Driving 
0. I can drive without any neck pain. 
1. I can drive my car with slight neck pain. 
2. I can drive my car with moderate neck pain. 
3. I cannot drive my car with moderate neck pain. 
4. I can hardly drive with severe neck pain. 
5. I cannot drive my car at all. 

SECTION 4: Concentration: 
0. I can concentrate fully when I want with no difficulty. 
1. I can concentrate fully with slight difficulty. 
2. I have a fair degree of difficulty concentrating. 
3. I have a lot of difficulty concentrating when I want to. 
4. I have a great deal of difficulty concentrating. 
5. I cannot concentrate at all. 

SECTION 9: Recreation 
0. I am able to engage in all activities with no neck pain. 
1. I am able to engage in activities with slight neck pain. 
2. I am able to engage in most activities but not all. 
3. I am able to engage in a few activities because of pain. 
4. I can hardly do any activities due to pain in my neck. 
5. I cannot do any recreational activities at all. 

SECTION 5: Work 
0. I can do as much work as I want to without pain. 
1. I can only do some of my usual work, but no more. 
2. I can do most of my usual work, but no more. 
3. I cannot do my usual work. 
4. I can hardly do any work at all. 
5. I cannot do any work at all. 

SECTION 10: Headaches 
0. I have no headaches at all. 
1. I have slight headaches with comes infrequently. 
2. I have moderate headaches with comes infrequently. 
3. I have moderate headaches with comes frequently. 
4. I have severe headaches 
5. I have headaches almost all the time. 

 

 

NAME: _____________________________________________DATE:________________SCORE:____________________ 



 

NAME:___________________________DATE:__________________SCORE:________________ 

LOW BACK PAIN DISABILITY INDEX QUESTIONAIRE 

This Questionnaire is designed to enable us to understand how much your back pain has affected your ability to manage 
everyday activities. Please answer each section by circling the ONE CHOICE that most applies to you. We realize that you may 
feel more than one statement may relate to you, but please only circle one that best describes you right now. 

SECTION 1: Pain Intensity 
0. The pain comes and goes and is very mild. 
1. The pain is mild and does not vary much. 
2. The pain come and goes and is moderate. 
3. The pain is moderate and does not vary much. 
4. The pain come and goes and is very severe. 
5. The pain is severe and does not vary much.  

SECTION 6: Personal Care 
0. I do not have to change my personal care routine. 
1. I do not change my personal care routine even with pain. 
2. My personal care routine increases with pain. 
3. My personal care increases with pain but change my way of 

doing it. 
4. I am unable to do some personal care due to pain. 
5. Because of pain I am unable to do any personal care.  

SECTION 2: Sleeping 
0. I get no pain in bed. 
1. I get pain but do not prevent me from sleeping. 
2. Because of pain, my sleep is reduced by 25% 
3. Because of pain, my sleep is reduced by 50% 
4. Because of pain, my sleep is reduced by 75% 
5. Pain prevents me from sleeping at all. 

 

SECTION 7: Lifting 
0. I can lift heavy weights without pain. 
1. I can lift heavy weights but it causes pain. 
2. Pain prevents me from lifting weights off the floor. 
3. Pain prevents me from lifting but I can manage. 
4. I can only lift light to medium weight. 
5. I cannot lift any weight at all. 

 
 

SECTION 3: Sitting: 
0. I can sit as long as I like with no pain. 
1. I can sit in my favorite chair as long as I like. 
2. Pain prevents me from sitting for more than 1 hour. 
3. Pain prevents me from sitting for ½ hour. 
4. Pain prevents me from sitting for more than 10 mins. 
5. Pain prevents me from sitting at all. 

SECTION 8: Traveling 
0. I get no pain traveling. 
1. I get some pain traveling. 
2. I get extra pain traveling but it does not compel me to seek 

alternative forms of travel. 
3. I get extra pain which compels to me seek other form of travel. 
4. Pain restricted all forms of travel. 
5. Pain prevents me from all forms of travel. 

SECTION 4: Standing 
0. I can stand all long as I want with no pain. 
1. I have some pain while standing but does not increase. 
2. I cannot stand longer than 1 hour. 
3. I cannot stand longer than ½ hour. 
4. I cannot stand longer than 10 mins. 
5. I avoid standing because pain increases immediately. 

SECTION 9: Social Life 
0. My social life is normal and gives me no pain. 
1. My social life is normal but increases with pain. 
2. Pain has no significant effect on my social life. 
3. Pain has restricted my social life and I do not go out often. 
4. Pain has restricted my social life to my home. 
5. I have hardly any social life due to pain. 

SECTION 5: Walking 
0. I have no pain while walking. 
1. I have some pain while walking but does not increase with 

distance. 
2. I cannot walk more than 1 mile without pain. 
3. I cannot walk more than ½ mile without pain. 
4. I cannot walk more than 10 min without pain. 
5. I cannot walk at all without increasing pain. 

SECTION 10: Changing Degree of Pain 
0. My pain is rapidly getting better. 
1. My pain fluctuates but overall is definitely getting better. 
2. My pain seems to get better but improvement is slow. 
3. My pain is neither getting better nor worse. 
4. My pain is gradually getting worse. 
5. My pain rapidly worsening. 




