Scoliosis Treatment - New Patient Paperwork
Today’s Date: _________________________

Referred by:_________________________

PATIENT INFO
Name: ____________________________________ Birth Date: ___ / ___ / ___ Age: ____

Male

Female

Address: _________________________________ City: _______________________ State: _____ Zip: _______
Home Phone: ___________________________ Cell Phone: ___________________________
Work Phone:__________________________ Email Address: __________________________________
Employer: _______________________________ Occupation: _____________________________________
Name of Spouse/Parents: ___________________________________________________________________
Emergency Contact Name: ___________________________________ Phone: _________________________
Relationship to Patient: ______________________________________________________________________

HISTORY OF SCOLIOSIS DIAGNOSIS OR CONDITION
When was Scoliosis first observed? _____________________________________________________________
__________________________________________________________________________________________
Diagnosed by Doctor/Therapist?

No

Yes When? By Whom? ___________________________________

__________________________________________________________________________________________
Do you know details about your Scoliosis curves (size, location, etc.)?

No

Yes If yes, explain below:

__________________________________________________________________________________________
__________________________________________________________________________________________
Have you had any Xrays of Scoliosis?

No

Yes

If teenager, have you experienced a ‘growth-spurt’?
If teen female, have you started menstrual cycle?

No
No

Yes
Yes

If yes, When? _______________________
If yes, When? _______________________

How does SCOLIOSIS affect your life? __________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Please identify ALL PAST / CURRENT conditions that may be contributing to your symptoms in the chart below:
How Long Ago:

Type of care received:

By Whom:

INJURIES →
SURGERIES →
CHILDHOOD DISEASES →
ADULT DISEASES →
FAMILY HISTORY
Does anyone in your family suffer with Scoliosis or other spinal conditions?
Mother

Father

Sister

Brother

Son

Daughter

No

Grandmother

Yes

If Yes, who:

Grandfather

Other

Describe: _________________________________________________________________________________

List any PAIN or other SYMPTOMS you have?

Please rate your complaint by circling below:

1.) ___________________________________________ No Pain 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 -- Worst
2.)___________________________________________

No Pain 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 -- Worst

3.)___________________________________________

No Pain 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 -- Worst

4.)___________________________________________

No Pain 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 -- Worst

When is it at its WORST?
How long does it last?

AM
Constant

PM or _____________________________________________________
Off/On throughout day

Comes/Goes throughout week

What relieves your symptoms? ________________________________________________________________
What makes them worse? ____________________________________________________________________
Have you been treated by anyone in the past?

No

Yes

If yes, by whom (type of care)?

__________________________________________________________________________________________
__________________________________________________________________________________________
If so, how long under care? ___________________ What were the results? ___________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Name of previous Chiropractor/Doctor/Therapist? ________________________________________
Does your condition stop you from doing certain activities or actions?

No

Yes

N/A

If yes, please list:

__________________________________________________________________________________________
__________________________________________________________________________________________

IF THE PATIENT HAS ANY PREVIOUS XRAYS OR MRI STUDIES WE WILL NEED TO GET COPIES OF THOSE
FOR OUR ASSESSMENT BEFORE WE CAN START TREATMENT.
Although patients can have similar Scoliosis presentations, it’s important to remember that every patient is unique in how their
Spine functions with regard to their specific condition. We evaluate every patient to understand exactly how his/her Spine functions
and will respond to treatment.

Signature of Patient or Parent/Guardian: _____________________________________ Date: ______________

Health Questionnaire
PLEASE CHECK MARK EACH OF THE CONDITIONS BELOW THAT YOU ARE CURRENTLY EXPERIENCING

ScoliosisKC Informed Consent

Regarding Chiropractic Adjustments, Modalities and Therapeutic Procedures:
I have been advised that chiropractic care, like all forms of health care, holds certain risks. While the risks most often
are very minimal, in rare cases, complications such as sprain/strain injuries, irritation of a disc condition, and although
rare, minor fractures, and possible stroke, which occurs at a rate between one instance per one million to one per two
million, have been associated with chiropractic adjustments.
Treatment objectives as well as the risks associated with chiropractic adjustments and, all other procedures provided at
ScoliosisKC have been explained to me to my satisfaction and I have conveyed my understanding of both to the doctor.
After careful consideration, I do hereby consent to treatment by any means, method, and or techniques, the doctor
deems necessary to treat my condition at any time throughout the entire clinical course of my care.
Regarding Chiropractic Scoliosis Treatment (Adjustments, Modalities and Therapeutic Procedures)
I have been advised of the above as well as the standards associated with scoliosis treatment in regards to watching
and waiting, bracing and surgery. I have also been informed of the risks associated with not following those standards.
I’m also aware that there is no guarantee or promise of any results and I am aware that the scoliosis can still progress.
After careful consideration, I do hereby consent to treatment by any means, method, and or techniques, the doctor
deems necessary to treat my condition at any time throughout the entire clinical course of my care and under my free
will choose not to follow the standards associated with scoliosis treatment.

_________________________________________________ ____/____/____ _______________
Patient or Authorized Person’s Signature

Date

Witness Initials

REGARDING X-RAYS/IMAGING STUDIES
FELMALES ONLY→ please read carefully and check the boxes, include the appropriate date, then sign below if you
understand and have no further questions, otherwise see our receptionist for further explanation.

The first day of my last menstrual cycle was on ______/______/______ Date
I have been provided a full explanation of when I am most likely to become pregnant, and to the best of my
knowledge, I am not pregnant.

By my signature below I am acknowledging that the doctor and or a member of the staff has discussed with me the
hazardous effects of ionization to an unborn child, and I have conveyed my understanding of the risks associated with
exposure to x-rays. After careful consideration I therefore, do hereby consent to have the diagnostic x-ray examination
the doctor has deemed necessary in my case.

MALES/FEMALES: By my signature below, I understand and give consent to be x-rayed if the doctor deems necessary.

_________________________________________________ ____/____/____ _______________
Patient or Authorized Person’s Signature

Date

Witness Initials

Informed Consent - CLEAR Scoliosis Treatment
The purpose of this form is to document your understanding of the following.
______ I understand that scoliosis surgery is recommended when the Cobb angle exceeds 40 degrees, I understand

that on my most recent x-ray, the doctor measured my Cobb angle to be _______ degrees based on the x-ray I
provided if the x-ray wasn’t taken at ScoliosisKC.
______ I understand that my CLEAR-certified doctor recommends that I continue any orthopedic appointments. In the
event that my CLEAR Doctor has any concerns, he will refer me to the orthopedic surgeon if necessary.
______ At this point in time, I have chosen not to undergo traditional bracing or surgery, and instead I have made the
decision to undergo CLEAR chiropractic treatment for my scoliosis. I understand that my decision is outside of the
established medical guidelines for traditional orthopedic scoliosis management.
______ I understand that a lack of compliance with my CLEAR Doctor’s recommendations regarding the treatment
schedule and clinic and home therapies may result in a negative outcome and may result in dismissal of the patient.
_______ I understand that CLEAR scoliosis treatment may be seen by other medical professionals as ineffective and
even harmful as a medical treatment program and the only effective treatment for scoliosis is surgery.
______ I understand that alternatives to CLEAR scoliosis treatment exist, such as, but not limited to exercise, physical
therapy, chiropractic care, massage, acupuncture, osteopathic manipulation, traditional bracing and surgery. I
understand that these are available to me, even if I have not explored them.
______ I understand that there are no guarantees in medicine and that the results of CLEAR scoliosis treatment may
be disappointing. I understand that CLEAR scoliosis treatment does not guarantee me a cure or that it will even help
my scoliosis.
______ I understand that there is a possibility of insurance not covering CLEAR scoliosis treatment and that some
insurance carriers may consider CLEAR scoliosis treatment to be “experimental”.
______ I understand that my decision to delay surgery could result in a greater risk of surgical complications should my
Cobb angle continue to progress, and I decide to undergo surgery at a later point in time.
______ I understand that my scoliosis has a risk of worsening over time. I understand that any scoliosis over 25
degrees has a significant chance of progression over time especially during adolescent growth. I understand the goal of
CLEAR chiropractic treatment is to reduce and stabilize the scoliosis. My CLEAR Doctor has informed me that my
scoliosis will not be cured. In the event that my scoliosis worsens, or any temporary reductions are lost, I agree to hold
my doctor(s) and Clinic harmless for providing the treatment that I have chosen to receive.
______ I understand and have been advised that CLEAR scoliosis treatment holds possible risks, which include, but
are not limited to complications such as sprain/strain injuries, irritation of a disc condition, and although rare, minor
fractures, and possible stroke, which occurs at a rate between one instance per one million to one per two million, have
been associated with conservative chiropractic treatment.
If you have any questions, please contact your chiropractor before signing this form. Do not sign this form until all of
your questions have been answered to your satisfaction.
Print the patient’s name: _____________________________________________

Date: __________

Signature of patient: ________________________________________________

Date: __________

Signature of parent/legal guardian: _____________________________________

Date: __________

NOTICE OF PATIENT PRIVACY/COMMUNICATION
I,_____________________________________ hereby consent and state my preference to have my physician,
Nicholas Weddle, and other staff at Restoration Chiropractic communicate with me by email or text messaging, in
addition to or replace leaving phone messages regarding various aspects of my health care, which may include, but
shall not be limited to, x-rays, appointments, and billing. I understand that email and text messaging are not confidential
methods of communication and may be insecure. I further understand that because of this, there is a risk that email
and text messaging might be intercepted and read by a third party. I give permission to leave my private health
information at the following (please fill in the ones you agree to).

Phone Number (__ __ __) __ __ __ - __ __ __ __
Email __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __

PHOTO RELEASE
I authorize Restoration Chiropractic LLC/ScoliosisKC, which is a CLEAR Scoliosis Center, permission to use my words,
images, and x-ray images for educational purposes, which includes presentations at seminars & conferences,
promotional purposes, which includes success stories, testimonials, interviews, posters, and flyers; and research
purposes, including internal data collection and the publication of data for scientific articles.
I understand the following: Restoration Chiropractic LLC/ScoliosisKC will never publish my full name, nor any other
personal or identifying information (if a name is needed, only my first name will be shared). None of the information I
share will ever be sold or given to third-party companies for marketing purposes, under any condition. I always retain
the right to revoke my permission and request that all images and pictures be removed and deleted, at any time and for
any reason. I will not be paid nor receive any type of incentive or compensation for sharing my words, images,
recordings, x-rays, or other media.

Yes

No

________________________________ ____________________________________ _________________
Signature of Patient/Legal Representative

If Legal Representative, relationship to patient

Date

CANCELLATION AGREEMENT
If for any reason you cannot keep your scheduled appointment, please contact us so we may reschedule you, and
accommodate those patients who are waiting for an appointment (in some cases we have a 2-3 week waiting list).
As a courtesy to our office and other patients, please give us at least 24 hours notice. If you do not cancel or
reschedule your appointment with at least 24 hours notice, we may assess a $50 “no-show” service charge to your
account. This “no show” charge is not reimbursable by your insurance company. You will be billed directly for it.
I understand that I must cancel or reschedule any appointment at least 24 hours in advance in order to avoid a no-show
charge.

Patient: _____________________________________________ Date:__________________________

ScoliosisKC: Notice of Privacy Practice
This office is required to notify you in writing, that by law, we must maintain the privacy and confidentiality of your Personal
Health Information. In addition, we must provide you with written notice concerning your rights to gain access to your health
information, and the potential circumstances under which, by law, or as directed by our office policy, we are permitted to
disclose information about you to a third party without your authorization. Below is a brief summary of these circumstances.
Once you have read this notice, please sign.
PERMITTED DISCLOSURES:
1. Treatment purposes – discussion with other health care providers involved in your care
2. Inadvertent disclosures – open treating area means open discussion. If you need to speak privately to the doctor,
please let our staff know so we can place you in a private consultation room.
3. For payment purposes – to obtain payment from your insurance company or any other collateral source.
4. For workers compensation purposes- to process a claim or aid in investigation
5. Emergency- in the event of a medical emergency we may notify a family member
6. For Public health and safety – in order to prevent or lessen a serious or eminent threat to the health or safety of a
person or general public.
7. To Government agencies or Law enforcement – to identify or locate a suspect, fugitive, material witness or missing
person.
8. For military, national security, prisoner and government benefits purposes.
9. Deceased persons – discussion with coroners and medical examiners in the event of a patient’s death.
10. Telephone calls or emails and appointment reminders- we may call your home and leave messages regarding a
missed appointment or notify you of changes in practice hours or upcoming events.
11. Change of ownership-in the event this practice is sold, the new owners would have access to your patient information.
YOUR RIGHTS:
1.
2.
3.
4.

To receive an accounting of disclosures
To receive a paper copy of this Privacy Notice
To request mailings to an address different than residence
To request Restrictions on certain uses and disclosures and with whom we release information to, although we are
not required to comply. If, however, we agree, the restriction will be in place until written notice of your intent to
remove the restriction.
5. To request amendments to information. However, like restrictions, we are not required to agree to them.
6. To obtain one copy of your records at no charge, when timely notice is provided (72 hours). X-rays are original
records and you are therefore not entitled to them. If you would like a copy on a disc, there will be a fee, which is
your responsibility.
COMPLAINTS:
If you wish to make a formal complaint about how we handle your health information, please call Mary at 816-425-5578. If
she is unavailable, you may make an appointment with our office assistant to see her with 72 hours or 3 working days. If you
are still not satisfied with the manner in which this office handles your complaint, you can submit a formal complaint to:
DHHS, Office of Civil Rights
200 Independence Ave. SW
Room 509F HHH Building
Washington DC 20201
I have read and understand Restoration Chiropractic & ScoliosisKC’s Patient Privacy Notice. I understand my rights as well
as the practices duty to protect my health information, and have conveyed my understanding of these rights and duties to the
doctor. I further understand that this office reserves the right to amend this ‘Notice of Privacy Practice’ at any time in the
future and will make the new provisions effective for all information that it maintains past and present. At this time, I do not
have any questions regarding my rights or any of the information I have received.

_______________________________ _________________________________ ____/___/___ ______________
Patient’s Printed Name
Patient Signature
DOB
Date

ScoliosisKC: Office Policies
As a potential new patient, we feel it is important that you understand our office policies regarding, how patients of this practice are
cared for, and the various methods we offer to facilitate payment for that care. Please read each policy carefully so there is no
misunderstanding as to what you can expect as a patient of this practice, and what we expect in return. Once you have read “Our
Office Policies”, if you have any questions or any of these policies are unclear to you, and you would like further explanation before
submitting your application for care, please let our front desk know and a member of our staff will be happy to discuss them with you
further. We believe it is in everyone’s best interests to provide potential new patients as much information as possible about how
the doctor at this office practices chiropractic so that an informed decision can be made as to whether they wish to become a
patient.
Over time, individuals who are accepted, as patients at this office, gain a greater understanding as to the purpose of chiropractic.
Since the majority of patient care occurs in an open bay area, patients have a unique opportunity to observe firsthand the positive
results that are achieved, and the benefits derived from being under chiropractic care. This knowledge and awareness reaps a
positive environment that promotes healing and encourages families to maintain good health. We want your experience with us to
be an exceptional one, so help us to help you and together we can make affirmative changes in your life and the lives of those you
care about.
▪

PATIENT PRIVACY – Since the majority of patient care takes place in an open bay area it is important to understand that
any conversations you have with the doctor can be overheard by other patients. In order to maintain patient privacy, it is
the policy of this practice to refrain from discussing any confidential matters with patients during treating hours while
patients are being adjusted. If you have a confidential matter you wish to discuss, please let us know and we will schedule
time for you to speak to the doctor in a private consultation room. These consultations must be scheduled in advance.

▪

YOUR CARE – When a patient seeks chiropractic health care and we agree to provide that care, it is essential for the
patient and the doctor to be working toward the same objective. Chiropractic care at ScoliosisKC is rendered primarily to
minimize and reduce subluxations, which are a major interference to the expression of the body’s innate wisdom. The
doctor’s use a myriad of techniques to accomplish this goal, including but not limited to the latest techniques for spinal
correction. It is important that you understand both the objective and the method(s) so there is no confusion or
disappointment. Tremendous progress has been made in the rehabilitating and correction of spinal problems. Where in
the past, chronic spinal structural problems could not be reversed or corrected, today they can. Your doctor will outline a
course of treatment that will take you beyond simple pain relief, through two distinct phases of care to make a structural
correction to your spine that will enable your central nervous system to function optimally, thereby improving your overall
health.

▪

FIRST THINGS FIRST – Prior to receiving chiropractic care at this office, a health history and examination will be
completed. Imaging studies as well as any other necessary diagnostics may also be ordered to confirm the true nature of
your condition and exact location of subluxations. You will be notified in advance if any further fees will be applicable. The
results of these procedures will aid in assessing your presenting problem, your overall health and, in particular, the
condition of your spine. They will also assist the doctor in determining the type and amount of care you will need. All
relevant findings will be reported to you along with care plan recommendations so that you can make the best possible
decision regarding your health care needs. Our gold standard for care is to ensure the reduction of subluxation while
teaching patients what they need to do in addition to being adjusted to maintain their health for a lifetime.

I hereby acknowledge that I have read and understand the practices “Office Policies’. This signature page will be retained
by the practice as evidence of my receiving and understanding this ‘Notice’. I further acknowledge that any concerns
regarding these ‘Policies’ as well as all of my questions have been answered by a qualified member of the staff to my
complete satisfaction.

_______________________________

_________________________________ ___/___/___ ___________

Patient’s Printed Name

Patient Signature

DOB

Date

