NTC Health and Fitness
2540 East Plano Pkwy. #142
Plano TX 75074
(972) 881-4343

Steps for your appointment:
1) Please fill out all New Patient forms in their entirety.
2) If you have any recent labs (within 12 months), please bring them to your
appointment.
3) If you are married or in a relationship, please bring your spouse or significant
other with you to your appointment.
(There will be much information covered concerning your unique condition as
well as the fundamentals of the program.)
4)

Please arrive on time.

5) We require a 24-hour notice to change or cancel your appointment.
Note: If these steps are not followed it may compromise the full value of your
consultation and therefore we will kindly reschedule your appointment.

NTC Health and Fitness

Initial Consultation
NAME:_____________________________________ DATE:____________________________
DATE OF BIRTH ___________________ AGE _________ MALE / FEMALE
ADDRESS_____________________________________________________________________
BEST CONTACT # __________________________ WORK # ________________________
MARITAL STATUS_________ SPOUSE’S NAME_____________ # OF CHILDREN _______
EMPLOYER ___________________

REFERRED BY_______________________________

EMAIL______________________________________________________
Main Complaints:
1)_________________________________ 2)__________________________________
3)_________________________________ 4)__________________________________
How long have you suffered with these problems? _______________________________
Any other complaints: _____________________________________________________
_______________________________________________________________________
Would you like improvement with any of the following?:
Digestion: Reflux, Gas, Constipation
Sleep: Falling asleep or staying asleep
Sense of Well Being
Energy
Have you become discouraged or stressed about handling this problem? Yes or No_____
When your problem is at its worst, how does it make you feel?
_______________________________________________________________________
How does this problem interfere with the following areas in your life?
Work: ___________________________________________________
Family: __________________________________________________
Hobbies: _________________________________________________
Life: ____________________________________________________
When it’s at it’s worst, how much older does this make you feel? ___________________
Do you know how this problem may have started? _______________________________
Are you here visiting us to:

a)
b)
c)
d)

Resolve my immediate problem
Life style program for optimized living
Both
Other: ____________________________________________________________
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What have you tried doing to resolve this problem? PLEASE CIRCLE
Medications
Chiropractic

Routine Medical Exercise Diet and Nutrition Holistic Vitamins
Other: _______________________

What methods did not work? ___________________________________________
What are you afraid this might be or will be affecting without change? Please circle
Job Kids Marriage Sleep Freedom
Future Abilities Finances Time
Are there any health conditions you are afraid this might turn into?
Diminished Future Abilities Stress Weight Gain Heart Disease
Arthritis Cancer Diabetes Other _____________________

Depression

Surgery

Where do you picture yourself being in the next 3-5 years if this problem is not taken care of?
Please be specific _______________________________________________
_____________________________________________________________________
What would be different or better without this problem? Please circle:
Diminished Stress

More Energy

Self Esteem

Confidence Sleep Work Outlook Family

If we were to sit down and discuss your life 3 years from now and look back at today, what would have to have
happened for you to be happy with your progress? (Please take your time and don’t sell yourself short! Include
anything that is part of your happiness, whether health, family, work, finances, travel, marriage or bucket list)
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
What potential barriers do you foresee that would prevent these things from happening?
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Do you feel it is possible to eliminate or prevent these potential barriers? Yes or No
Explain? _______________________________________________________________________________________
What are your strengths that will enable you to accomplish your goals?
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
Rate on a scale of 1-10:
________ How important is it for you to resolve your health concerns?
________ Do you feel that you are coachable and would enjoy a mentor in helping you?
________ Are you prepared to make the appropriate lifestyle changes that may be necessary in order to achieve your
goals?
Thank You!
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Confidential Patient History for NTC Health and Fitness
NAME____________________________________________
DATE____________________
Please check the appropriate box for any of the following symptoms that you have or have had previously. I want all the facts about
your health before I accept your case.
O-OCCASIONAL
F-FREQUENT
C-CONSTANT
OFC
GENERAL
 Allergy
 Chills
 Convulsions
 Dizziness
 Fainting
 Fatigue
 Fever
 Headache
 Loss of sleep
 Weight loss
 Nervousness/depression
 Nerve pain
 Numbness
 Sweats
 Tremors
MUSCLE AND JOINT
 Arthritis
 Bursitis
 Foot trouble
 Hernia
 Low back pain
 Neck pain or stiffness
 Osteoporosis
 Pain between shoulders
Pain or Numbness in:

Shoulders

Arms

Elbows

Hands

Hips

Legs

Knees

Feet
 Painful tailbone
 Poor posture
 Sciatica
 Spinal curvature
PLEASE TURN OVER

OFC

OFC

GASTRO-INTESTINAL
 Belching or gas
 Colitis
 Colon trouble
 Constipation
 Diarrhea
 Difficult digestion
 Distention of abdomen
 Excessive hunger
 Gall bladder trouble
 Hemorrhoids
 Intestinal worms
 Jaundice
 Liver trouble
 Nausea
 Pain over stomach
 Poor appetite
 Vomiting
 Vomiting of blood
EARS, EYES, NOSE, & THROAT
 Asthma
 Colds
 Crossed eyes
 Deafness
 Tooth ache
 Earache
 Ear discharge
 Ear noises
 Enlarged glands
 Enlarged thyroid
 Eye pain
 Failing vision
 Far sightedness
 Gum trouble
 Hay fever
 Hoarseness
 Nasal obstruction
 Near sightedness
 Nosebleeds
 Sinus infection
 Sore throat
 Tonsillitis

CARDIO-VASCULAR
 Hardening of arteries
 High blood pressure
 Low blood pressure
 Pain over heart
 Poor circulation
 Rapid heart beat
 Slow heart beat
 Swelling of ankles
 RESPIRATORY
 Chest pain
 Chronic cough
 Difficult breathing
 Spitting up blood
 Spitting up phlegm
 Wheezing
SKIN
 Boils
 Bruise easily
 Dryness
 Hives or allergy
 Itching
 Skin eruptions
 Varicose veins
GENITO-URINARY
 Bed-wetting
 Blood in urine
 Frequent urination
 Inability to control urination
 Kidney infection or stones
 Painful urination
 Prostate trouble
 Pus in urine
FOR WOMEN ONLY
 Congested breasts
 Cramps or backache
 Excessive menstrual flow
 Hot flashes
 Irregular cycle
 Menopausal symptoms
 Painful menstruation
 Vaginal discharge
Are you pregnant? Yes  No 
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AIDS
Alcoholism
Anemia
Appendicitis
Arteriosclerosis
Arthritis
Cancer

CHECK THE FOLLOWING CONDITIONS YOU HAVE HAD OR HAVE NOW:
 Chorea
 Fever blisters
 Miscarriage
 Scarlet fever
 Cold sores
 Goiter
 Multiple sclerosis  Stroke
 Diabetes
 Gout
 Mumps
 Tuberculosis
 Diphtheria
 Heart disease
 Pleurisy
 Typhoid fever
 Eczema
 Lumbago
 Pneumonia
 Ulcers
 Emphysema
 Malaria
 Polio
 Venereal disease
 Epilepsy
 Measles
 Rheumatic fever  Whooping cough

Have you ever had previous chiropractic care?______ When/Where _______________________________
What activities aggravate your condition _____________________________________________________
Is this condition getting progressively worse? Yes No Constant  Comes and goes
How long has it been since you really felt good? _______________________________________________
List previous diagnoses and treatments you have received for present condition
______________________________________________________________________________________
List surgical operations and years___________________________________________________________
Are you wearing:  heel lifts  sole lifts  inner soles  arch supports
Have you been in an auto accident? past yearpast five yearsover five years never
Describe_______________________________________________________________________________
List below all conditions for which you
have been treated in the past 10 years.
HABITS
Heavy
Moderate Light
None
Tobacco




_______________
_______________
Artificial Sweeteners (list)
_________ _________
Sleep




_______________
_______________
Appetite




_______________
_______________
Soft Drinks




Name of relative or close friend not living in your home who can be contact in case of emergency.
NAME_____________________________ PHONE_____________________________
ADDRESS______________________________________________________________
PAYMENT IS EXPECTED AT THE TIME OF VISIT:
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.
Furthermore, I understand that this chiropractic office will prepare any necessary reports and forms to assist me in making collections
for the insurance company and that any amount authorized to be paid directly to this chiropractic office will be credited to me on
receipt. However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally
responsible for payment.
I hereby give my consent to be examined at this office. I consent to allow the doctor to seek inter-and intra-professional advice
relating to my particular case in order to obtain additional or collateral information that may be required to reach a complete and
accurate diagnosis. Notwithstanding the foregoing, complete confidentiality of my records is assured.
I understand that my acceptance as a patient at this office is contingent upon the opinion of the examining doctor that I have a
condition that is amenable to chiropractic care. If chiropractic cannot help me, I will not be accepted as a patient, but will be referred
to an appropriate health care faculty.
24 hours notice is required for cancellation of an appointment. Without advance notice, full price will be charged.
A $25.00 service charge will apply to all N.S.F. checks.

SIGNATURE OF PATIENT OR GUARDIAN__________________________________________
DATE____________
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Doctor-Patient Relationship in Chiropractic
INFORMED CONSENT
CHIROPRACTIC
It is important to acknowledge the difference between the health care specialties of chiropractic, osteopathy and
medicine. Chiropractic health care seeks to restore health through natural means without the use of medicine or
surgery. This gives the body maximum opportunity to utilize its inherent recuperative powers. The success of the
chiropractic doctor’s procedures often depends on environment, underlying causes, physical and spinal conditions.
It is important to understand what to expect from chiropractic health care services.
ANALYSIS
A doctor of chiropractic conducts a clinical analysis for the express purpose of determining whether there is
evidence of Vertebral Subluxation Syndrome (VSS) or Vertebral Subluxation Complexes (VSC). When such VSS
and VSC complexes are found, chiropractic adjustments and ancillary procedures may be given in an attempt to
restore spinal integrity. It is the chiropractic premise that spinal alignment allows nerve transmission throughout the
body and gives the body an opportunity to use its inherent recuperative powers. Due to the complexities of nature,
no doctor can promise you specific results. This depends upon the inherent recuperative powers of the body.
DIAGNOSIS
Although doctors of chiropractic are experts in chiropractic diagnosis, the VSS and VSC, they are not internal
medical specialists. Every chiropractic patient should be mindful of his/her total condition. Your doctor of
chiropractic may express an opinion as to whether or not you should take this step, but you are responsible for the
final decision.
INFORMED CONSENT FOR CHIROPRACTIC CARE
A patient, in coming to the doctor of chiropractic, gives the doctor permission and authority to care for the patient in
accordance with the chiropractic tests, diagnosis and analysis. The chiropractic adjustment or other clinical
procedures are usually beneficial and seldom cause any problem. In rare cases, underlying physical defects,
deformities, or pathologies may render the patient susceptible to injury. The doctor, of course, will not give
chiropractic adjustments, or health care, if he/she is aware that such care may be contraindicated. Again, it is the
responsibility of the patient to make it known or to learn through health care procedures whatever he/she is suffering
from: latent pathological defects, illnesses, or deformities which would otherwise not come to the attention of the
doctor of chiropractic. The patient should look to the correct specialist for the proper diagnostic and clinical
procedures. The doctor of chiropractic provides a specialized, non-duplicating health service. The doctor of
chiropractic is licensed in a special practice and is available to work with other types of licensed providers in your
health care regime.
RESULTS
The purpose of chiropractic services is to promote natural health through the reduction of the VSS or VSC. Since
there are so many variables, it is difficult to predict the time schedule or efficacy of the chiropractic procedures.
Sometimes the response is phenomenal.
In most cases there is a more gradual, but quite satisfactory response. Occasionally, the results are less than
expected. Two or more similar conditions may respond differently to the same chiropractic care. Many medical
failures find quick relief through chiropractic. In turn, we must admit that conditions, which do not respond to
chiropractic care, may come under the control or be helped through medical science. The fact is that the science of
chiropractic and medicine may never be so exact as to provide definite answers to all problems. Both have made
great strides in alleviating pain and controlling disease.
TO THE PATIENT
Please discuss any questions or problems with the doctor BEFORE signing this statement of policy.
I have read, and understand the foregoing.

Signature
_______________________________________

Date
___________________________________________

