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2448 E 81st Street,  Suite 124, Tulsa, OK 74137  •  Phone (918) 727-7171  •  Fax (918) 517-3680 
 
Name ______________________________________________________   Appt. Date _______________________ 

Address________________________________ City _______________  State __________  Zip Code __________ 

H. Phone ________________________ W. Phone________________________ Cell Phone ________________________ 

Email Address: ______________________________________Sex    M    F         

Date of Birth________________ Age___________    Marital Status   M   S   D   W  

Social Security #_______________________ Referred by:  _______________________ 

Occupation______________________________ Employer________________________ 

Have you ever received Chiropractic Care? Yes / No         If yes, then when, and name  

of most recent Chiropractor:________________________________________________ 

1. Reasons for seeking care from Dr. Barnes: 

Primary reason: ___________________________________________________________________________________ 

Secondary reason: _________________________________________________________________________________ 

2. Previous interventions, treatments, medications, surgery, or care you’ve sought for primary complaint: 

__________________________________________________________________________________________________

________________________________________________________________________________________________ 

3. Past Health History: 

A. Previous illnesses you’ve had in your life: _________________________________________________________ 

_____________________________________________________________________________________________  

B. Previous Injury or Trauma (including any broken bones or sprains): _________________________________ 

_____________________________________________________________________________________________ 

C. Surgeries (surgical or cosmetic) Date and Type of Surgery: __________________________________________ 

_____________________________________________________________________________________________ 

D. Allergies:  ____________________________________________________________________________________  

E. Medications and Reasons for Taking:_____________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

F. Pregnancies (date of delivery) and Outcomes: ______________________________________________________ 

_____________________________________________________________________________________________ 

4. Family Health History: 

Associated health problems of relatives: ________________________________________________________________ 

_________________________________________________________________________________________________ 

Cause of parent’s or sibling’s death (Age at death): _______________________________________________________ 

Appointment reminder by: 
- Text / Email 
Cell Provider:________ (if text) 
Hours/Days prior: 
- 1 hour 
- 2 hours 
- 1 day 
- 2 days 
 
 

Pl
ea

se
 C

ir
cl

e 



                     
 

Rise Chiropractic               New Patient Intake Form               Chris Barnes, DC 
                 

2 

_________________________________________________________________________________________________ 

5. Social and Occupational History: 

A. Employer, Job Description: _______________________________________________________________________ 

B. Work schedule: ________________________________________________________________________________ 

C. Recreational activities: __________________________________________________________________________ 

D. Exercise activities, intensity, frequency: _____________________________________________________________ 

E. Alcohol and/or drug use: _________________________________________________________________________ 

6. Diet and other Information: 

A. How many servings of fruits and vegetables do you eat per day? (1 serving = fist size)__________________________ 

B. How much water do you drink per day? _____________ How many hours per night do you sleep? _______________ 

C. How often do you consume: dairy products?  ______________ …soda, diet soda, or energy drinks? _____________ 

… foods that contain Gluten (Wheat, Barley, Rye)? _____________  … fast food? ___________________  

… artificial sweeteners such as Truvia, Stevia, Splenda, etc (anything labeled “sugar free”)? ___________________ 

D. Do you clench/grind your teeth? _____ If so, do you wear a dental splint? __________________________________ 

E. Do you suffer from headaches? (Where/how often?) ___________________________________________________ 

 
Please list any additional symptoms that you would like Dr. Barnes to know about: _____________________________ 
____________________________________________________________________________________________________  
 
I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this 
office of Chiropractic to provide me with chiropractic care, in accordance with this state's statutes.  If my insurance will be 
billed, I authorize payment of medical benefits to Chris Barnes DC/Tensegrity Chiropractic for services performed. 
 
Patient or Guardian Signature ___________________________________________________Date____________________
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DETAILED SUBJECTIVES – please answer ALL #s for each symptom. 
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History of Injury 
On the images below, label all injuries, surguries, and problem areas (even if you think irrelevant) with year(s) of occurance.
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INFLAMMATORY CHECKLIST 

 
Check all the following that apply to you: 
 

□ I am a smoker. 

□ I regularly take anti-inflammatory or anti-pain medications, such as ibuprofen, aspirin, or Tylenol, or a similar prescription 
drug. These medications are taken to inhibit diet-induced inflammation. 

□ I regularly eat refined sugar (including desserts, sodas, sweetened drinks, etc.). 

□I regularly eat partially hydrogenated oils (trans fats) found in most margarines, deep fried foods (French fries, etc.) and most 
all packaged foods. 

□I regularly eat corn oil, safflower oil, sunflower oil, cottonseed oil, soybean oil, and foods made with these oils, such as 
mayonnaise, tartar sauce, margarine, and nearly all salad dressings. 

□ I regularly eat cheese in more than condiment size portions. 
□ I regularly drink or eat dairy products in more than condiment size portions.  
□ I regularly consume soy/soy products as primary foods. 

□ I regularly eat meat and eggs from grain-fed animals (regular supermarket brands). 

□ I do not exercise regularly. 

□ I have chronic aches and pains, such as back pain, neck pain, headaches, or general muscle and/or joint soreness. 

□ I am overweight and/or it is hard for me to lose weight/fat. 

□ I can grab too much fat around my waist. 

□ I am physically lethargic. 

□ I do not feel well when I exercise, or it is hard to recover when I exercise a little more than I should. 

□ I am mentally lethargic and feel run-down and depressed more than I would like. 

□ I look old and/or feel old for my age. 

□ My skin looks old and is sagging. 

□ I am often prone to cold, allergy, and flu symptoms. 

□ I suffer from one or more of the following (circle): arthritis, fibromyalgia, chronic fatigue syndrome, sinusitis, acne, asthma, 
digestive conditions, flu symptoms, dysmenorrhea, endometriosis, Alzheimer’s disease, Parkinson’s disease, multiple 
sclerosis, cancer, heart disease, osteoporosis, hypertension, depression, the insulin resistance syndrome (pre-diabetes), 
or diabetes. 
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INFORMED CONSENT 
 

Do NOT sign if you have not read and agreed to the following 
 
Dear Patient, 
 
You have the right, as a patient, to be informed about your condition and the recommended chiropractic adjustments and other 
chiropractic procedures to be used, so that you may make the decision whether or not to undergo the procedure after knowing 
the potential risks and hazards involved.  This disclosure is not meant to scare or alarm you; it is simply an effort to make you 
better informed so you may give or withhold your consent to the procedure. 
 
In the practice of chiropractic there are some risks to examination and treatment procedures including, but not limited to, 
fractures, disc injuries, dislocations, sprains and increased symptom or pain, or no improvement of symptoms or pain.  A rare 
but serious risk associated with neck manipulation is stroke. 
  
The Doctor of Chiropractic is not able to anticipate and explain all risks and complications but relies on clinical judgment 
based on all of the facts known at the time of the procedure, and makes decisions that, according to the facts available, are to 
the best interest of the patient.  There are no guaranties or assurances concerning the intended results of the treatment. 
 
___ I consent to this treatment.  ___  I do not consent to this treatment 

This consent covers the entire course of treatment for my present condition. 

Name:__________________________ Signature:_______________________      Date: _______________ 

For a minor or person represented by another party.  If you sign on behalf of the patient give the description of the authority to 
act on behalf of the patient (parent, guardian...) 

Name:__________________________ Signature:_______________________    Date: ________________ 

Authority:________________________________________________  

 

 
 

CANCELLATION POLICY 
 

Because the treatment plan prescribed by Dr. Barnes is vital to resolving your condition/pain/injury, patients are strongly 
encouraged to follow Dr. Barnes’s guidelines regarding at-home exercises and office appointments. Beginning June 1, Rise 
Chiropractic has a 24 hour cancellation policy. Out of fairness to Dr. Barnes and his patients, if you do not give 24 hour 
notice to cancel an appointment, you may be billed $25. If you “no-show/no call” for your appointment, Rise 
Chiropractic has the right to bill you for a Self-Pay office visit charge ($75). If meeting scheduled appointments is 
problematic, you may forfeit your privilege to schedule appointments ahead of time and only have the option to make same-
day appointments.  
 
 
Please sign that you understand and agree to the above policy. 
 
______________________________________     _______________ 
Patient       Date 
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DRY NEEDLING CONSENT 
 

Dry Needling Therapy is a valuable treatment technique in managing chronic pain, acute pain, muscle stiffness and spasm, 
edema/swelling, and painful muscle trigger points. Like any treatment procedure, there is risk for complications, and while 
these are uncommon they can occur and must be appropriately outlined prior to consenting to its use. 
 
Dry Needling uses a thin, flexible, sterile needle to promote muscle relaxation, while increasing the ability of tissue to heal, and 
often results in pain relief. Dry Needling technique uses the same type of needles used in Acupuncture. However, Dry Needling 
treatment perspective is based solely on modern physiology, neurology and biomechanics, rather than the ancient Traditional 
Chinese/Asian Theory of the energy, “Chi”. Dry Needling is termed “dry” because at no time will a fluid or medication, be 
injected into your body. It therefore can be considered a natural therapy to help manage pain and injury.  
 
Dry Needling may cause minor to moderate increases in muscle soreness and ache for up to two days. However, improvements 
in a patient’s overall pain state can be expected to occur within the first 24 hours after treatment. If a needle touches a nerve, 
vein or artery and produces pain, bruising, numbness and/or tingling, it can be expected to resolve in a few days. Needling 
around the trunk and neck requires special attention. To avoid piercing lung tissue, short needles and general caution are 
utilized to minimize risks.  
 
If at any time during treatment you feel uncomfortable, nervous, nauseas or experience pain, the needles will immediately be 
removed upon your request.  
 
All needling procedures have a risk for infection. However, Dry Needling Therapy always utilizes new, sterile, disposable 
needles and thorough hand-washing procedures. 
 
If you currently have an; infection, cancer, hepatitis, HIV/AIDS, a pacemaker, are taking blood thinners and/or 
immunosuppressant medications (decreasing the strength of the immune system), then please inform your health care provider 
prior to beginning treatment.  
 
I have read or have had this form read to me; and I understand the risks involved with Dry Needling Therapy. I have 
had the opportunity to ask questions and express any concerns, of which have been answered to my satisfaction. A copy 
of this form will be provided to you today. 
 
I consent to Dry Needling Therapy treatment by my health care provider. 
 
Print Name: ________________________________ Date:     ______________  

Signature:    ________________________________ 
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HIPAA NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 
This Notice of Privacy describes how we may use and disclose your protected health information (PHI) to carry our treatment, 
payment or health care operations (TPO) for other purposes that are permitted or required by law.  “Protected Health 
Information” is information about you, including demographic information that may identify you and that related to your past, 
present, or future physical or mental health or condition and related care services. 
 
Use and Disclosures of Protected Health Information: 
Your protected health information may be used and disclosed by your physician, our staff and others outside of our office that 
are involved in your care and treatment for the purpose of providing health care services to you, pay your health care bills, to 
support the operations of the physician’s practice, and any other use required by law. 
 
Treatment:  We will use and disclose your protected health information to provide, coordinate, or manage your health care 
and any related services.  This includes the coordination or management of your health care with a third party.  For example, 
we would disclose your protected health information, as necessary, to a home health agency that provides care to you.  For 
example, your health care information may be provided to a physician to whom you have been referred to ensure that the 
physician has the necessary information to diagnose or treat you. 
 
Payment:  Your protected health information will be used, as needed, to obtain payment for your health care services.  For 
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the 
health plan to obtain approval for the hospital admission. 
 
Healthcare Operations:  We may disclose, as needed, your protected health information in order to support the business 
activities of your physician’s practice.  These activities include, but are not limited to, quality assessment activities, employee 
review activities, training of medical students, licensing, marketing, and fund raising activities, and conduction or arranging for 
other business activities.  For example, we may disclose your protected health information to medical school students that see 
patients at our office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your 
name and indicate your physician.  We may also call you by name in the waiting room when your physician is ready to see 
you.  We may use or disclose your protected health information, as necessary, to contact you to remind you of your 
appointment. 
 
We may use or disclose your protected health information in the following situations without your authorization.  These 
situations included as required by law, public health issues, communicable diseases, health oversight, abuse or neglect, food 
and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, and organ donation.  
Required uses and disclosures under the law, we must make disclosures to you when required by the Secretary of the 
Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 
164.500. 
 
OTHER PERMITTED AND REQUIRED USES AND DISCLOSURES WILL BE MADE ONLY WITH YOUR CONSENT, 
AUTHORIZATION OR OPPORTUNITY TO OBJECT UNLESS REQUIRED BY LAW. 
 
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice 
has taken an action in reliance on the use or disclosure indicated in the authorization. 
 
____________________________________    ________________________ 
Signature of Patient of Representative      Date 
____________________________________ 
Printed Name 
 

 


