
Travelers Rest Family Chiropractic 

128 S. Main Street, Suite #111 

1. Name:_____________________________________________________Phone:________________ 

2. Address: _________________________________________________________ 

3. City:____________________________________ State:______ Zip:__________ 

4. Birthdate:________________________________ Age:_______ 

5. What brings you in?________________________________________________________________ 

6. When did this start?_______________________________________________________________ 

7. What caused this?_________________________________________________________________ 

8.   What have you done for this?________________________________________________________ 

9.   Have you been to other healthcare providers for this?____________________________________ 

10. If so, who?_______________________________________________________________________ 

11. What did they do/recommend?______________________________________________________ 

12. Have you ever seriously injured your neck or back?______________________________________ 

13. Have you ever had neck or back surgery?______________________________________________ 

14. Hip replacement?_____________________ Knee replacement?____________________________ 

15. High blood pressure?_______________________________________________________________ 

16. Car accident?_____________________________________________________________________ 

17. Other trauma?____________________________________________________________________ 

18. Other: __________________________________________________________________________ 

       ________________________________________________________________________________ 

       ________________________________________________________________________________ 



Travelers Rest Family Chiropractic 

Terms of Acceptance 

 

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to 
be working towards the same objective. 
 
Chiropractic has only one goal. It is important that each patient understand both the objective and the meth-
od that will be used to attain it. This will prevent confusion and disappointment. 
 
Vertebral Subluxation Complex A misalignment of one or more of the 24 vertebrae in the spinal column 
which causes alteration of the nerve function and interference to the transmission of mental impulses, re-
sulting in a lessening of the body’s innate ability to express its maximum health potential. 
 
We do not offer to diagnose or treat any disease or condition other then the Vertebral Subluxation Complex. 
However, if during the course of a chiropractic examination, we encounter non-chiropractic or unusual find-
ings, we will advise you. If you desire advice, diagnosis or treatment for those findings, we will recommend 
that you seek the services of a health care provider who specializes in that area. 
 
Chiropractic doctors choose not to prescribe drugs or perform surgery but instead are concerned with elimi-
nating vertebral subluxations through non-invasive and natural methods only. 
 
Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treat-
ment prescribed by others.  
 
The chiropractic objective is to eliminate a major interference to the expression of the body’s innate wisdom. 
Our only method is specific adjusting to correct vertebral subluxations.  
 
All questions regarding the doctor’s objectives pertaining to my care in this office have been answered to my 
complete satisfaction. 
 

I have read and fully understand the above statements and accept chiropractic care on this 
basis. 
 
 
 
________________________________    _________________________________      _________________ 
                       (print name)                                                        (signature)            (date) 
 
 
 

Consent to evaluate and adjust a minor child. 
 
 
I, _______________________________ being the parent or legal guardian of ________________________ 
have read and fully understand the above terms of acceptance and hereby grant permission for my child to 
receive chiropractic care. 


