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Patient Information       Today’s Date:        
 

XXXXXXXXXXXXXXXXXXXXXxXXXPersonal InformationXXXXXxXXXXXXXXXXXXXXXXXXX 
 
Name:                  
    *LAST      *FIRST    *M.I.   
 

Address:                 
   *STREET ADDRESS      APARTMENT/UNIT  #    
 

                
  *CITY    *STATE   *ZIP CODE      
 

Phone Number:  _(_______)___________________________  Alternate Phone Number:  _(_______)__________________________ 
 

Social Security Number:  ______________________  Birth Date:  ______________________  Marital Status:  ____________________ 
 

Sex:       M       F         Occupation:         E-Mail Address:        
 

How did you hear about Cavallo Chiropractic?             

 
XXXXXXXXXXXXXXXXXXXXXXXXInsurance InformationXXXXXxxxXXXxXXXXXXXXXXXXXX 
 
Will you be using insurance to help cover your chiropractic care?  Y N If no, please skip to the next section. 
 

Is your visit today due to an auto or work related injury? Y N 
 

Insurance Company Name:        Claim or Member ID Number:        
 

Patient’s Relationship to Insured:               Self               Spouse               Child               Other:        
_______________________________________________________________________________________________________________________________________ 
***If self insured: 
Name of Employer or School:               
 

Employer or School Address:               
    *STREET ADDRESS       *SUITE/UNIT #   
 
                
    *CITY     *STATE   *ZIP CODE   
_______________________________________________________________________________________________________________________________________ 
***If NOT self insured: 
Name of Spouse/Parent/Other:          Insured’s Birth Date:        
 

Insured’s Phone Number:  _(_______)____________________  Insured’s Alternate Phone Number:  _(_______)__________________ 
 

Employer Address:                
    *STREET ADDRESS       *SUITE/UNIT #   
 
                
    *CITY     *STATE   *ZIP CODE 

 

XXXXXXXXXXXXXXXxXXXxxXXXXXMedical HistoryXxxXXXXxxxXXXXXXXXXxXXXXXXXXX 
 
Are you currently under a medical physician’s care? Y N Physician’s Name:        
 

Current Medications:                
 

Allergies:                 
 

Have you ever been in a car accident? Y N If yes, when?          
 

Have you ever been to a chiropractor before?  Y N 
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Do you smoke? Y N If yes, how much?            
 

Do you drink? Y N If yes, how much?            
 

Date of last menstrual period:        Are you currently pregnant? Y N   
 

Are you currently experiencing or have you ever had the following conditions?  (Please check those that apply.) 
 

    Impaired Hearing     Seizures/Epilepsy     Bleeding Disorders 
 

    Ringing in Ears      Paralysis      Anemia 
 

    Impaired Vision      Numbness in Arms/Legs     Chicken Pox 
 

    Headaches      Muscle Weakness     Measles 
 

    Shortness of Breath     Difficulty Breathing     Rubella 
 

    Palpitations      Anxiety       Depression 
 

    Chest Pains      Loss of Appetite      Insomnia 
 

    Persistent Cough      Fever       Cancer 
 

    Thyroid Problems     Night Sweats      HIV 
 

    Asthma       General Fatigue      AIDS 
 

    Swelling of Ankles     Bloody Stools      Hepatitis 
 

    Nausea/Vomiting     Diabetes      Arthritis 
 

    Stomach Ulcers      Pneumonia      Tuberculosis 
 

    Difficulty Swallowing     Persistent Diarrhea     Rhuematic Fever 
 

    Constipation      Dizziness      Stroke 
 

    Difficult/Painful Urination    Fainting Spells      Kidney Disease 
 

    Urgent/Frequent Urination    High Blood Pressure     Gallbladder Disease 
 

    Significant Weight Loss/Gain 
 

What is the reason for today’s visit?               

                
                
 

Rate your overall pain today:  0 1     2  3     4  5     6  7     8  9     10 
               Pain  Mild         Uncomfortable         Moderate              Intense             Unbearable 

 

XXXXXXxXXXXXXXXXXXXxxXXXXXXCertificationsXxxXXXXxxxxXXXXxxXXXXxXXXXXXXXX 
 
I certify the above information to be true and accurate to the best of my knowledge.  I also hereby authorize payment of medical benefits 
for services provided by Cavallo Chiropractic.  I also authorize Cavallo Chiropractic to release information regarding my injury/illness to 
my referring physician, attorney, and insurance company. 
 
 
Patient’s Signature:            Date:        
 
Guardian’s Signature:            Date:        
[If patient is a minor.] 
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1930 N. Main Street, Suite B 
Longmont, CO 80501 

 
 

Informed Consent 
 

The law requires us to obtain your informed consent prior to examination and 
treatment.  By signing this document, you are confirming that you have read and/or the 
doctor has discussed with you the following information; you have had an opportunity 
to ask questions and all of your questions have been answered fully and satisfactory. 
 
Treatment - An adjustment is performed by the doctor by using his hands or a mechanical device on your 
body in such a way to move your joints.  This procedure may cause an audible “click,” much as you may 
have experienced when you “crack” your knuckles.  There are some material risks involved in doing this 
and they are as follows: 
 

Pain:  Most patients come into this office in pain.  Rarely will treatment even temporarily increase 
soreness in the region being treated.  However, since it is possible, I am including it in this 
section. 

 
Rib Fractures:  It is possible to “crack” an arthritic rib with an adjustment; this can happen with 
anyone.  It occurs most often on aging patients that have weakened bones from osteoporosis.  
Osteoporosis is suspected with age, and can be noted on your x-rays.  However, these problems 
occur so rarely that I have not been able to find available statistics to quantify their probability. 

 
Disc Herniation:  Occasionally, treatment will aggravate or cause a problem if the disc is in a 
weakened state.  These problems occur so rarely that I have not been able to find available 
statistics to quantify their probability. 

 
Physical Therapy:  Some of the machines that we use generate heat.  We also use ice in this office.  
Burns can possibly come from such treatment.  If you have a pace maker or metal in your body, 
please notify the doctor prior to therapy.  These problems occur so rarely that I have not found 
any statistics to quantify its probability. 

 
Stroke:  Strokes are not that common, and even less so in a chiropractic office. They are so rare 
that you have a greater chance of being hit by lightening (more than one in a million).  This office 
reduces your odds even further through screening test during the examination. 

 
Other Problems:  There may be other problems or complications that might arise from treatment; 
other treatment such as massage, traction, etc. can be prescribed as a result.  These other 
problems or complications are so infrequent, that it is not plausible to anticipate and/or explain 
them in advance of your treatment. 

 
Non-Treatment:  Remaining untreated or non-compliancy can result in adhesions, pain and 
reduction in associated joint mobility.  The probability that these adhesions and pain will 
interfere with motion, function and quality of life is almost certain. 






