
Belle Hall Chiropractic     Dr. Emily McCoy or Dr. Nicholas McCoy    (843) 284‐2273 
 
Patient’s Legal Name:_____________________________________________________________________________ 
          Last        First        MI 
Billing Address:__________________________________________________________________________________ 
      Street      City      State      Zip Code 
If the above is a P.O. Box, please give home address: ______________________________________________________________ 

E‐Mail Address:____________________________________________________________________________________________ 

Home Phone: (843) ___________________      Work Phone: (843) ___________________       Cell: (        ) ___________________ 

Birth Date: _________________   Gender:   Male  / Female    Social Security Number: ___________________________ 

Married   /   Single  Spouse’s Name: ______________________________________________________________________ 

Emergency Contact: ________________________________   Relation: _______________________         Phone:_________________ 

Occupation:  __________________________     Job Status:  Full Time / Part Time / Unemployed / Retired / Homemaker 

Name of Employer:_________________________________________________________________________________________ 

How did you hear about our office? ___________________________________________________________________________ 

What brings you to our office today?  ___________________________________        Was this caused by an accident?  YES  /  NO      

Did your family medical doctor refer you to our office?  YES  /  NO  Name of Family M.D. ______________________________ 

List Medications You are Currently Taking (If none, please state “None”) : _____________________________________________ 
__________________________________________________________________________________________________________ 
 
Past Surgeries of ANY kind: ___________________________________________________________________________________ 
 
(Females only): Is there any chance you might be pregnant?  Yes    No    First day of your last menstrual cycle? ___/___/______ 
 
YOUR PERSONAL HISTORY – Any History of the Following Problems?  
Headaches          Current   Past    Never      Eye Problems       Current   Past    Never 
Neck Pain            Current   Past    Never      Ear Infections       Current   Past    Never 
Arm Pain           Current   Past    Never      Hearing Deficit         Current   Past    Never 
Upper Back Pain            Current   Past    Never      Taste/Saliva Problems          Current   Past    Never 
Low Back Pain               Current   Past    Never      Smell/Nose Disorders           Current   Past    Never 
Leg Pain          Current   Past    Never      Vascular Problems           Current   Past    Never 
Numbness        Current   Past    Never      Heart Condition              Current   Past    Never 
Stroke          Current   Past    Never      Respiratory Condition     Current   Past    Never 
Arthritis          Current   Past    Never      Stomach Problems       Current   Past    Never 
Fractures             Current   Past    Never      Other Digestive Problems     Current   Past    Never 
Poor Circulation        Current   Past    Never      Liver Disease       Current   Past    Never 
Radiating Pain        Current   Past    Never      High Cholesterol          Current   Past    Never 
Other Spine Disorders Current   Past    Never      Kidney/Urinary Problems   Current   Past    Never 
Endocrine Disorder       Current   Past    Never      Disorders of Sexual Organs   Current   Past    Never 
 
Family History: (Check all that apply) 
Diabetes:         Grandparent  Parent  Sibling  Self    Cancer:      Grandparent  Parent  Sibling  Self 
High Blood Pressure:  Grandparent  Parent  Sibling  Self    Heart Problems:    Grandparent  Parent  Sibling  Self 
Stroke:                Grandparent  Parent  Sibling  Self    Arthritis:    Grandparent  Parent  Sibling  Self 
 

Print Name:________________________________________  
Signature: _________________________________________  
Today’s Date: _____________________ 



 

Social, Occupational, and Recreational History 

 

1.) YOUR SOCIAL HISTORY – Any History of the Following?  
Caffeine      Often   Occasionally    Never    Chew Tobacco       Often   Occasionally    Never 
Drink Alcohol      Often   Occasionally    Never    Exercise        Often   Occasionally    Never 
Experience Stress    Often   Occasionally    Never    Wear seatbelt     Often   Occasionally    Never 
Water       Often   Occasionally    Never 
Smoke    Less than 1 pack/day       More than 1 pack/day    Never 

 

2.) YOUR OCCUPATIONAL HISTORY – What are your activities at work?  
Sitting      Often   Occasionally    Never    Computer use       Often   Occasionally    Never 
Standing      Often   Occasionally    Never    Lifting              Less than 10lbs   More than 10 lbs    Never 
Please describe: _________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 

 
3.) What are your RECREATIONAL activities?  (Please check all that apply) 

o Backpacking  o Biking  o Boating 
o Football  o Golf  o Running 
o Skiing  o Soccer  o Swimming 
o Tennis  o Walking  o Weight Lifting 
o Other: 

________________ 
   

 
 

4.) I am interested in the following care: (Please check one) 

                      Pain Relief ONLY: I am here today because I have pain and I would like to get relief. 

Pain Relief and Preventative Care: I am here today because I have pain and I would like to get relief. I am also 
interested in what I can do to prevent this from happening again.  

Pain Relief and Wellness Care: I am here today because I have pain and I would like to get relief. I would also 
like to learn what I can do to maximize the full potential of my body. I would like to have wellness care so 
that my body’s nervous system is functioning to its optimal level, helping me decrease the chances of 
disease. 

Wellness Care: I am not in pain. I want to maximize the full potential of my body. I would like to have 
wellness care so that my body’s nervous system is functioning to its optimal level, helping me decrease the 
chances of disease. 

 

 

 
 

Signature:_______________________________  Date:_____________ 
 

 
 

 



 

Belle Hall Chiropractic Symptom Survey 

 
1.) What is the primary reason for coming to our office today? __________________________________________ 

2.) Please indicate the average intensity of your symptoms by marking an ‘X’ on the line where appropriate. 
        ___________________________________________________ 
          No Symptoms                                  Worst Pain Imaginable 

3.) When did you first notice these symptoms? _______________________________________________________ 
4.) How often do you feel the symptoms? 

o Less than 26% of the time 
o 26‐50% of the time 
o 51‐75% of the time 
o 76‐100% of the time 

5.) Are your symptoms worse: 
o In the morning 
o At mid‐day 
o At the end of the day 
o At night before bed 
o My symptoms are the same throughout the day 

6.) How would you describe your pain or symptoms?  (Please check all that apply) 
o Dull  o Sharp  o Throbbing 
o Burning  o Deep  o Aching 
o Tingling  o Stabbing  o Cramping 
o Numbness  o Radiating   

7.) What aggravates your symptoms?  (Please check all that apply) 
o Sitting  o Stooping  o Coughing  o Looking up  o Laying Down  o Household chores  

o Standing  o Lifting  o Straining  o Looking down  o Driving  o Exercise 

o Walking  o Sleeping  o Reaching  o Movement  o Typing  o Stair Stepping 

o Bending  o Sneezing  o Twisting  o Rest  o Scooping  o Other:__________ 

           

8.) What relieves your symptoms? (Please check all that apply) 
o Sitting  o Knees Bent  o Movement  o Heat  o Medicine 

o Standing  o Support  o Not Moving  o Ice  o Chiropractic Adjustments 

o Laying Down  o Rest  o Stretching/Exercise  o Topical Solution   

 

9.) Have you seen any other health care provider for this condition? 
o Yes  o No 

   

10.)  Have you ever been to a chiropractor before? 
o Yes  o No 

 
 

Signature:_______________________________  Date:_____________ 
 

**If you have more than one area of complaint (i.e. both low back pain and headaches), please complete the back 
side of this form for the additional complaints.** 



 

Secondary Symptom Survey 

 
1.) What is the secondary reason for coming to our office today? ________________________________________ 

2.) Please indicate the average intensity of your symptoms by marking an ‘X’ on the line where appropriate. 
        ___________________________________________________ 
          No Symptoms                                  Worst Pain Imaginable 

3.) When did you first notice these symptoms? _______________________________________________________ 
4.) How often do you feel the symptoms? 

o Less than 26% of the time 
o 26‐50% of the time 
o 51‐75% of the time 
o 76‐100% of the time 

5.) Are your symptoms worse: 
o In the morning 
o At mid‐day 
o At the end of the day 
o At night before bed 
o My symptoms are the same throughout the day 

6.) How would you describe your pain or symptoms?  (Please check all that apply) 
o Dull  o Sharp  o Throbbing 
o Burning  o Deep  o Aching 
o Tingling  o Stabbing  o Cramping 
o Numbness  o Radiating   

7.) What aggravates your symptoms?  (Please check all that apply) 
o Sitting  o Stooping  o Coughing  o Looking up  o Laying Down  o Household chores  

o Standing  o Lifting  o Straining  o Looking down  o Driving  o Exercise 

o Walking  o Sleeping  o Reaching  o Movement  o Typing  o Stair Stepping 

o Bending  o Sneezing  o Twisting  o Rest  o Scooping  o Other:__________ 

           

8.) What relieves your symptoms? (Please check all that apply) 
o Sitting  o Knees Bent  o Movement  o Heat  o Medicine 

o Standing  o Support  o Not Moving  o Ice  o Chiropractic Adjustments 

o Laying Down  o Rest  o Stretching/Exercise  o Topical Solution   

 

9.) Have you seen any other health care provider for this condition? 
o Yes  o No 

   

 

 
 

Signature:_______________________________  Date:_____________ 
 

 

 



 
 
 
HIPAA, INFORMED CONSENT, and FINANCIAL AGREEMENT 
Read Carefully, this is a Legal Document 
 
Notice of Privacy Practices Acknowledgement 
I understand that, under the Health Information Portability & Accountability Act of 1996 
(HIPAA), I have certain rights to privacy regarding my protected health information.  I have 
read the Notice of Privacy Practices that went into effect 7/27/2007.  (One copy will be 
provided upon the patient’s request and can also be viewed on the practice website.) 
 
Informed Consent 
I understand that, as in the practice of medicine, in the practice of chiropractic there are some 
risks to treatment.  These may include, but are not limited to: fractures, disc injuries, 
dislocations, sprains, and burns.  Knowing this, I hereby request and consent to the 
performance of chiropractic adjustments and other procedures, including various modes of 
physical therapy, massage therapy, and diagnostic x-ray on me by Dr. Emily McCoy and/or Dr. 
Nicholas McCoy and/or other licensed doctors of chiropractic and/or massage therapists who 
now or in the future work at this office. 
 
Financial Agreement 
Our main concern is that you receive the proper and optimal care.  To reduce confusion and 
misunderstanding, please read the following financial policy.  It is your responsibility to provide 
ALL current insurance information.  It is not our responsibility to know your insurance policy.  
Your insurance policy is a contract between you and your insurance company.  All charges are 
your responsibility, whether your insurance company pays or not. 
 
If the insurance company does not pay within 45 days, we require you to pay for your services.  
A service charge of $5.00 per month will be incurred on delinquent accounts over 45 days.  If it 
becomes necessary to hire a collection agency or file in small claims court, you will be 
responsible for any collection fees, attorney fees and/or court costs incurred.   
 
Not all services are covered benefits in all insurance contracts.  Some insurance plans select 
certain services that they will not cover.  In the event that your health plan determines a 
service to be “non-covered” or “applied to deductible” you will be responsible for the complete 
charges.  If it is predetermined that you are seen for non-covered services, as well as unpaid 
deductibles and co-payments, you will be required to pay at the time services are rendered.  If 
you pay the full amount for all services performed on a date of service, a 5% time of service 
discount will be applied to your fees for that day.  This applies only to full payment for all 
services and does not apply to patients paying only the portion that their insurance company 
will not cover.  We cannot lawfully discount your co-pay.  
 
 
I certify that I have read and ful ly understand all  of the above 
information. 
 
Signature:_______________________________  Date:_____________ 
 
 
 
 
 
 
 
 
 



Assignment of  Benefits and Release of Medical Information 
I, the undersigned, certify that I (or my dependent) request the payment of authorized 
medical benefits to be made on my behalf to BELLE HALL CHIROPRACTIC SERVICES, LLC / Dr. 
Emily McCoy and/or Dr. Nicholas McCoy  for any services furnished to me by them.  I authorize 
any medical information about me to be released to the Health Care Financing Administration 
and/or my insurance carrier and its agents and information needed to determine these 
benefits payable for related services.  I understand my signature requests that payment be 
made and authorizes release of medical information necessary to pay the claim.  If “other 
health insurance” is indicated in item 9 of the CMS-1500 form or elsewhere on any other 
approved claim forms or electronically submitted claims, my signature authorizes releasing 
medical information and payment to physician. 
 
 
Signature:_______________________________  Date:_____________ 
 
 
 
 
 
 
 
 

 

 

 

Privacy Notice Acknowledgement 

 

I, _____________________________, by my signature below, do hereby acknowledge that I have received and read, or 
had  read  to  me,  the Notice  of  Privacy  Practices  of  Belle  Hall  Chiropractic  Services,  LLC  and  have  had  any  and  all 

questions answered regarding the privacy policies of Belle Hall Chiropractic Services, LLC.   

 

 

 

    __________________________________     _________________ 

        Signature          Date 
 
 
 


