
 
  



 

 



 

 
 

 
 

 

 
 

 

 
 

  



 

 



 

    

  

Name _____________________________________________________ Date _________________  
  

Please be sure to fill this form out extremely accurately.  Mark the area(s) on your body where you feel 

the described sensation(s).  Use the appropriate symbol(s).  Mark areas of radiating pain and include 

all affected areas.  You may draw on the face as well.  
  

Aches ΛΛΛΛ          Numbness oooo          Pins/Needles           Burning xxxx          Stabbing ////  
  

 

  

  

Indicate the severity of your symptoms by marking an “X” on the lines below:  
  

How bad are your symptoms now?  

   
 None   Most Severe  
  

How bad have they been in the past?  

   
 None   Most Severe  

  

  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  
  



 

  

     

    

  
  

  

  

  

X-ray Consent:  

  

I authorize the use of diagnostic x-rays if the doctor deems it necessary or advised in my treatment.  Every effort 

will be taken by the doctor to conform with the Illinois Department of Radiation Bureau’s Regulations when it 

comes to radiation exposure.  

  

  

Signature_________________________________________________________ Date__________________  

  

  

Minor:  

  

I am the Parent/Legal Guardian of _________________________________ and authorize the use of diagnostic 

x-rays if the doctor deems it necessary or advised in my treatment.  Every effort will be taken by the doctor to 

conform with the Illinois Department of Radiation Bureau’s Regulations when it comes to radiation exposure.  

  

  

Parent/Legal Guardian Signature______________________________________  Date__________________  

  

  

  

  

  

  

  

Females Only:  

  

Pregnancy Release:  

  

I certify that, to the best of my knowledge, I am not pregnant. I authorize the use of diagnostic x-rays if the 

doctor deems it necessary or advised in my treatment.  Every effort will be taken by the doctor to conform with 

the Illinois Department of Radiation Bureau’s Regulations when it comes to radiation exposure.  I have been 

advised that certain x-ray examinations, especially of the pelvis, can be harmful to an unborn child.  

  

Signature_________________________________________________________ Date__________________  

  

  



 

  

 

 

HIPPA and Cancellation Policy  

 NAME: _____________________________    ADDRESS: ___________________________  

 DATE OF BIRTH ______________________                      ___________________________  

   

HIPPA Release of Medical Records:  
I authorize any, legal representative, attorney, medical, psychological, psychiatric, osteopathic or chiropractic 
physician, any other medical practitioner of healthcare provider, hospital, clinic, rehabilitation facility to disclose 
information from the medical and health care records/bills of the injured person. I understand that the specific 
type of information to be disclosed includes but not limited to, breakdown of any settlement, medical 
records/bills, including history, treatment, diagnosis, and billing records. This authorization also permits discussion 
in person, by telephone, electronically, or by mail.    
Consent to Treatment & Release of Information:  
  
I voluntarily consent to receive medical and health care services that may include diagnostic procedures 
examinations and treatment. I authorize the release of any medical information necessary to process this claim. 
Risks and benefits to therapy have been explained to me.   

  

Cancellation Policy  
In order to provide equal opportunity to all our patients and provide the best care possible, we really need your 
cooperation with keeping up with your appointments. Maintaining your schedule will help us give you the best 
clinical outcome possible. So please:  

   

Please kindly give 24-hour notice if you are unable to keep your appointment, otherwise you will be charged a cancel fee: 

  

Physical Therapy/Chiropractic Cancel Fee-$60 Nurse Practitioner Cancel Fee- $30  

 Dietician Cancel Fee-$60    Naprapathic Cancel Fee- $75 
 Massage Cancel Fee - $60    Court Representation Hourly-$300 

 

I certify that I have read this form and understand its contents. I agree to the terms and agree to abide   
  

Name: ______________________                                                       Date: ____________________  
  
  

Signature: ___________________  
 

 

 

 

 



 

 

 

 

 

Financial Disclosure and Responsibility 

In some instance your insurance carrier may deem the services as not payable. In the event 

that my health insurance plan determines a service to be “not payable”, I agree to pay the 

costs of all services provided.  

 

If I am uninsured, I agree to pay for the medical services rendered to me at time of service. 

 

         Customer Signature     Date 

Credit Card Authorization Form 

 
Please complete all fields. You may cancel this authorization at any time by contacting us. This 

authorization will remain in effect until cancelled. 

 

I,  , hereby authorize Health First Wellness Center to charge my 

credit card below for agreed upon services as stated in the Financial Disclosure and 

Responsibility clause above. I understand that my information will be saved to file for 

future transactions on my account. 

 

Credit Card Information 

Card Type: ☐ MasterCard ☐ VISA ☐ Discover ☐ AMEX 

□ Other     

Cardholder Name (as shown on card):    

Card Number:    

Expiration Date (mm/yy):    

Cardholder ZIP Code (from credit card billing address):    

 

Click or tap to enter a date. 
  

Customer Signature Date 


