
APPLICATION FOR CARE AT THE ROOTS HEALTH CENTERS
Today’s Date: __________________ HRN: ____________________
PATIENT DEMOGRAPHICS

Name: ___________________________________________ DOB: ____________   SSN: _____________ ❑ Male❑ Female

Address: _______________________________________ City: ________ State:_______ Zip:__________ Phone: ____________________

E-mail: _________________ Occupation: _____________ ❑ Single❑ Married ❑ Divorced ❑ Widowed

Spouse’s Name: _______________________ # of Children: ______  Names, Ages: _______________________________________________

HISTORY of COMPLAINT
Please identify the condition(s) that brought you to this office:   Primarily: _____________________________________________________
Secondarily: __________________________   Third: _____________________________ Fourth: ___________________________________

On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number:
Primary or chief complaint is   : 0  -   1 -   2 -   3  –    4  –  5 –    6  –   7  –   8  –   9 – 10
Second complaints is                 : 0 -    1 - 2  -   3  –    4  –  5 –    6  –   7  –   8 –    9 –   10
Third complaint: : 0  -   1 -   2  -   3 –    4  –   5  –  6  –   7 –    8  –   9  –  10
Fourth complaint: : 0  -   1 -   2  -   3 –    4  –   5  –  6  –   7  –   8  –   9 –   10

When did the problem(s) begin? ____________________ When is the problem at its worst? □ AM □ PM □mid-day □ late PM

How long does it last? □ It is constant OR □ I experience it on and off during the day OR □ It comes and goes throughout the week

How did the injury happen?____________

Condition(s) ever been treated by anyone in the past? □No □ Yes If yes, when: ______ by whom? ________________________________

How long were you under care: ____________     What were the results? ______________________________________________________

Name of Previous Chiropractor: _______________________________ □ N/A

*PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms:
R = Radiating B = Burning D = Dull A = Aching N = Numbness S = Sharp/ Stabbing T= Tingling

What relieves your symptoms? ____________________________

What makes them feel worse? _________________________________

LIST RESTRICTED ACTIVITY: CURRENT ACTIVITY LEVEL USUAL ACTIVITY LEVEL

___________________________________: ______________________________________________________________________

___________________________________: ______________________________________________________________________

___________________________________: ______________________________________________________________________

___________________________________: ______________________________________________________________________

Is your problem the result of ANY type of accident? □ Yes, □ No

I hereby authorize payment to be made directly to The Roots Health Centers, for all benefits which may be payable under a healthcare plan
or from any other collateral sources. I authorize utilization of this application or copies thereof for the purpose of processing claims and
effecting payments, and further acknowledge that this assignment of benefits does not in any way relieve me of payment liability and that I
will remain financially responsible to The Roots Health Centers for any and all services I receive at this office.

_____________________________________ _____ - _____ - _____

Patient or Authorized Person’s Signature Date Completed



X-RAY
AUTHORIZATION……………………………………………………………………………………………………………………
……………………………………..

As your healthcare provider, we are legally responsible for your chiropractic records. We must maintain a record of your  x-rays in
our files. At your request, we will provide you with a copy of your x-rays in our files. The fee for copying your x-rays on a disc is $20.
This fee must be paid in advance. Digital x-rays on a CD will be available within 72 hours of prepayment on any regular practice hours
day. Please Note: X-rays are utilized in this office to help locate and analyze vertebral subluxation. These x-rays are not used  to
investigate medical pathology. The doctors of The Roots Health Centers do not diagnose or treat medical conditions. However, if any
abnormalities are found, we will bring it to your attention so that you can seek proper medical advice. By signing below, you are
agreeing to the above terms and conditions.

Print your Name: ____________________________________________________________ Date: ___________________________

Signature: ______________________________________________________________ DOB:  ______________________________

Female Patients Only:
To the best of my knowledge, I BELIEVE I AM NOT PREGNANT at the time x-rays are taken at The Roots Health Center.

Signature______________________________________________________________ Date  ______________________________

INFORMED CONSENT FOR CHIROPRACTIC, NEUROPATHY, TRUST YOUR GUT, WELLNESS AND WEIGHT LOSS
CARE…………………

CHIROPRACTIC CARE AND NEUROPATHY, TRUST YOUR GUT, WELLNESS & WEIGHT LOSS THERAPIES, LIKE ALL FORMS OF HEALTH CARE

WHILE OFFERING CONSIDERABLE  BENEFITS MAY ALSO PROVIDE SOME LEVEL OF RISK. THIS LEVEL OF RISK IS MOST OFTEN VERY MINIMAL,

YET IN RARE CASES,  INJURY HAS BEEN ASSOCIATED WITH CHIROPRACTIC CARE OR AT HOME THERAPIES. THE TYPES OF COMPLICATIONS

THAT  HAVE BEEN REPORTED SECONDARY TO CHIROPRACTIC CARE INCLUDE: SPRAIN/STRAIN INJURIES, IRRITATION OF A DISC  CONDITION,

AND RARELY, FRACTURES. ONE OF THE RAREST COMPLICATIONS ASSOCIATED WITH CHIROPRACTIC CARE  OCCURRING AT A RATE

BETWEEN ONE INSTANCE PER ONE MILLION TO ONE PER TWO MILLION CERVICAL SPINE (NECK)  ADJUSTMENTS MAY BE A VERTEBRAL

INJURY THAT COULD LEAD TO A STROKE.

THERAPIES COULD INCLUDE A COMBINATION OF NUTRITION SUPPLEMENTS, ANODYNE INFRARED LIGHT  THERAPY AND REBUILDER USE.

USE THE ANODYNE AND REBUILDER EQUIPMENT EXACTLY AT THE DURATION AND FREQUENCY  THE DOCTORS HAVE PRESCRIBED. READ

AND ADHERE TO ALL INSTRUCTIONS, WARNING LABELS, AND USAGE GUIDELINES THAT  COME WITH ANY AT HOME THERAPY EQUIPMENT

PRIOR TO USAGE.

PRIOR TO RECEIVING ANY TREATMENT IN THIS OFFICE, A HEALTH HISTORY AND PHYSICAL EXAMINATION WILL BE COMPLETED. THESE

PROCEDURES ARE PERFORMED TO ASSESS YOUR SPECIFIC CONDITIONS, YOUR OVERALL HEALTH AND IN PARTICULAR  YOUR SPINAL

HEALTH. THESE PROCEDURES WILL ASSIST US IN DETERMINING IF CHIROPRACTIC CARE IS NEEDED, OR IF ANY  FURTHER EXAMINATIONS

OR STUDIES ARE NEEDED. IN ADDITION, THEY WILL HELP US DETERMINE IF THERE IS ANY REASON TO  MODIFY YOUR CARE OR PROVIDE

YOU WITH A REFERRAL TO ANOTHER HEALTH CARE PROVIDER. ALL RELEVANT FINDINGS WILL  BE REPORTED TO YOU ALONG WITH A CARE

PLAN PRIOR TO BEGINNING CARE. INSTRUCTIONS ON HOW TO USE THE AT HOME  THERAPIES WILL BE PROVIDED.

I UNDERSTAND AND ACCEPT THAT THERE ARE RISKS ASSOCIATED WITH CHIROPRACTIC CARE AND NEUROPATHY, TRUST YOUR GUT,

WELLNESS & WEIGHT LOSS THERAPIES  AND GIVE CONSENT TO THE EXAMINATION AND TREATMENT THAT THE DOCTOR DEEMS

NECESSARY.

__________________________________________

PRINT PRACTICE MEMBER’S NAME HERE

__________________________________________ _______________________

PRACTICE MEMBER’S SIGNATURE DATE



Trust Your Gut Wellness Evaluation

TYG Wellness Questionnaire 

YOUR TOTAL: 

Let’s get started.

Sub-Clinical symptoms including:

All rights reserved

In medicine today, leaky gut aka intestinal permeability, isn't typically diagnosed. However that doesn't mean 
it's not a�ecting your health. Many health issues related to LGS go undiagnosed, misdiagnosed, or are ignored by 
traditional medicine. Please take the quiz to help our doctors evaluate how we can help your condition and any 
underlying triggering limiting your health in process

Please complete our TYG wellness quiz. While there's more to it than a single quiz, the answers below can give 
you a good idea of how happy your gut really is. Circle the number that most closely fits, then add up your results.

Please circle any that apply to you prior to taking the quiz below:

Headaches and migraines

Hormone imbalance including:
PMS
Emotional imbalance

Developmental and social concerns including:
Austism
ADD/ADHD

Skin Conditions: (urticaria)
Eczema 
Skin rashes
Hives 

Gastrointestinal issues including:
Abdominal bloating and cramps or painful gas
Irritable Bowel Syndrome
Ulcerative Colitis
Crohn's Disease and other intestinal disorders

Autoimmune Conditions including:
Diabetes Mellitus
Lupus
Rheumatoid Arthritis
Fibromyalgia
Chronic Fatigue

Respiratory Conditions including:
Chronic sinusitis
Asthma
Allergies

Constipation and/or diarrhea

Abdominal pain or bloating

Mucous or blood in stool

Joint pain or swelling, arthritis

Chronic or frequent fatigue or tiredness

Food allergies, sensitivities or intolerance

Sinus or nasal congestion

Chronic or frequent inflammations

Eczema, skin rashes or hives (urticaria)
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Asthma, hayfever, or airborne allergies

Confusion, poor memory or mood swings

Use of NSAIDS (Aspirin, Tylenol, Motrin)

History of antibiotic use

Alcohol consumption makes you feel sick

Ulcerative colitis or celiac's disease

Nausea

Weight Trouble
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Patient Quality Of Life Survey Example

PRACTICE INFORMATION HERE

Name:

How have you taken care of your health in the past?

Patient Quality Of Life Survey

Please take several minutes to answer these questions so we can help you get better.
(Please circle as many that apply)

a. Medications
b. Emergency Room
c.  Routine Medical
d. Exercise
e. Nutrition/Diet
f. Holistic Care
g. Vitamins
h. Chiropractic
i. Other (please specify):

Date:

How did the previous method(s) work out for you?

a. Bad results
b. Some results
c. Great results
d. Nothing changed
e. Did not get worse
f. Did not work very long
g. Still trying
h.  Confused

What are you afraid this might be (or beginning) to a�ect (or will a�ect)?

a.   Job
b.   Kids
c.   Future ability
d.  Marriage
e.  Self-esteem
f.  Sleep
g.  Time
h.  Finances
i.  Freedom

How have others been a�ected by your health condition?

a. No one is a�ected
b.   Haven’t noticed any problem
c.   They tell me to do something
d.  People avoid me
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Neuropathy



Are there health conditions you are afraid this might turn into?

a.  Family health problems
b.   Heart disease
c.   Cancer
d.  Diabetes
e.  Arthritis
f.  Fibromyalgia
g.  Depression
h.  Chronic Fatigue
i.  Need surgery

5

Patient Quality Of Life Survey Example

How has your health condition a�ected your job, relationships, finances, family, or 
other activities? Please give examples:

What has that cost you? (time, money, happiness, freedom, sleep, promotion, etc.) 
Give 3 examples:

What are you most concerned with regarding your problem?

What would be di�erent/better without this problem? Please be specific

What do you desire most to get from working with us?

What would that mean to you?

Where do you picture yourself being in the next 1-3 years if this problem is not taken 
care of? Please be specific

Neuropathy


