
Name _________________________________________________________________________Date _______________________ 

Address ___________________________________________________________________________________________________ 

City ____________________________________State ____________________________Zip Code___________________________  

Cell Phone ______________________________________________________________________   

Age _____________________ Birth Date_____________/_______________/_______________           Sex:   MALE       FEMALE   

Your Occupation ___________________________________________________________________________________________ 

Email  __________________________________________________________________________ Marital Status: S   M   D   W    

Spouse’s Name ______________________________ Occupation _____________________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
How often do you experience your symptoms? 

□ Constantly (76-100% of the time)   □ Occasionally (26-50% of the time) 
□ Frequently (51-75% of the time)   □ Intermittently (1-25% of the time) 

 
How would you describe the type of pain? 

□ Sharp  □ Numb 
□ Dull   □ Tingly 
□ Diffuse  □ Sharp with motion 
□ Achy  □ Shooting with motion 
□ Burning   □ Stabbing with motion 

           □ Shooting   □ Electric like with motion 
           □ Stiff  □ Other:___________________ 
 
How are your symptoms changing with time? 

□ Getting Worse   □ Staying the Same   □ Getting Better 
 

Using a scale from 0-10 (10 being the worst), how would you rate your problem? 
(CIRCLE  A NUMBER)      0            1            2            3            4            5            6            7            8            9            10 

 
How much has the problem interfered with your work? 

□ Not at all  □ A little bit  □ Moderately  □ Quite a bit  □ Extremely 
 
How much has the problem interfered with your social activities? 

□ Not at all   □ A little bit  □ Moderately Quite a bit   □ Extremely 
 
Who else have you seen for your problem? 

□ Chiropractor   □ Neurologist   □ Primary Care Physician 
□ ER physician   □ Orthopedist   □ Other:_____________ 
□ Massage Therapist □ Physical Therapist  □ No one 

 
How long have you had this problem? _____________________________ 
 
How do you think your problem began? _______________________________________________ 
 
Do you consider this problem to be severe?   □ Yes         □ Yes, at times  □ No 
 
What aggravates your problem? ________________________________________________________________________ 
 
What concerns you the most about your problem; what does it prevent you from doing? 
 
____________________________________________________________________________________ 
 
 
What is your: Height________________________ Weight ___________________  
 
 
 

INDICATE BELOW WHERE YOU HAVE PAIN/SYMPTOMS: 
 

❑ HEADACHE   ❑ HIP PAIN 
❑ NECK PAIN   ❑ KNEE PAIN 
❑ SHOULDER PAIN   ❑ ANKLE / FOOT PAIN 
❑ PAIN BETWEEN SHOULDERS  ❑ LOW BACK PAIN 
❑ ELBOW PAIN   ❑ BROKEN BONES 
❑ SPRAIN / STRAIN   ❑ UPPER BACK PAIN  
❑ NUMBNESS OR TINGLING  ❑ WRIST HAND PAIN 

     IN ARM OR LEG   ❑ STIFFNESS/TIGHTNESS 
❑NO PAIN/DISCOMFORT   ❑ OTHER: _____________________________________________________ 
___ 
 



 
How would you rate your overall Health? 

□ Excellent  □ Very Good  □ Good   □ Fair   □ Poor 
 
What type of exercise do you do? 

□ Strenuous  □ Moderate  □ Light   □ None 
 
Indicate if you have any immediate family members with any of the following: 

□ Rheumatoid Arthritis  □ Diabetes  □ Lupus 
□ Heart Problems  □ Cancer  □ ALS 

 
For each of the conditions listed below, place a check in the "past" column if you have had the 
      condition in the past. If you presently have a condition listed below, place a check in the "present" column. 
 
Past   Present                                      Past  Present                                                   Past   Present 

□ □ Jaw Pain □ □ High Blood Pressure □ □ Diabetes 

□ □ Joint Pain/Stiffness □ □ Heart Attack □ □ Excessive Thirst 

□ □ Arthritis □ □ Chest Pains □ □ Frequent Urination 

□ □ Cancer □ □ Stroke □ □ Smoking/Tobacco Use 

□ □ Tumor □ □ Angina □ □ Drug/Alcohol Dependance 

□ □ Asthma □ □ Kidney Stones □ □ Allergies 

□ □ Chronic Sinusitis □ □ Kidney Disorders □ □ Depression 

□ □ Dizziness □ □ Bladder Infection □ □ Systemic Lupus 

□ □ Loss of Appetite □ □ Painful Urination □ □ Epilepsy 

□ □ Abdominal Pain □ □ Loss of Bladder Control □ □ Dermatitis/Eczema/Rash 

□ □ Ulcer □ □ Prostate Problems □ □ HIV/AIDS 

□ □ Hepatitis □ □ General Fatigue   FOR FEMALES ONLY 
□ □ Visual Disturbances □ □ Abnormal Weight Gain/Loss □ □ Birth Control Pills 

   □ □ Muscular Incoordination □ □ Hormone Replacement 

      □ □ Pregnancy 

□ □ Other_______________________________________________________________________________ 

 
Prescription Medications may cause various side effects, hide the severity of health problems and hinder the body’s ability to 
heal.   What medications are you currently taking? 
                ________________________    
 
List all of the over-the-counter medications you are currently taking: 
___________________________________________________________________________________________________________ 
 
List all surgical procedures you have had: 
___________________________________________________________________________________________________________ 
 
What activities do you do at work? 

□ Sit:    □ Most of the day  □ Half the day   □ A little of the day 
□ Stand:   □ Most of the day  □ Half the day   □ A little of the day 
□ Computer work:  □ Most of the day  □ Half the day   □ A little of the day 
□ On the phone:   □ Most of the day  □ Half of the day   □ A little of the day 

 
What activities do you do outside of work? 
_________________________________________________________________________________________________________ 
 
Have you ever been hospitalized? □ No □ Yes 
if yes, why ________________________________________________________________________________________________ 
 
Have you had significant past trauma?   □ YES   □ NO       
      Were You Ever in An Auto Accident?     □ YES   □ NO      DATE OF INCIDENT ___________________ 
 
Anything else pertinent to your visit today?________________________________________________________________ 
 
 
 
 
 
 

PLEASE CHECK THE ONE BOX THAT MOST CLOSELY DESCRIBES YOUR CURRENT GOALS FOR HEALTH. 

❑ I AM ONLY CONCERNED ABOUT THE RELIEF OF A PARTICULAR SYMPTOM. 
 

❑ I AM ONLY CONCERNED ABOUT THE RELIEF OF A PARTICULAR SYMPTOM, AND PREVENTING ITS RETURN. 
 

❑ I WANT OPTIMUM HEALTH AND WELL-BEING ON EVERY LEVEL AVAILABLE TO ME. 

 



                

NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED  

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION 
PLEASE REVIEW IT CAREFULLY AND SIGN.  THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

                                   
 

This Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment, payment or health care 
operations and for other purposes that are permitted by law. 

 
We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice, at any time. The new notice will be 
effective for all protected health information that we maintain at that time. 

 
Uses And Disclosures Of Protected Health Information Based Upon Your Written Consent 
You will be asked by your chiropractor to sign this consent/acknowledgment form. By signing the consent/acknowledgment form, your chiropractor, our 

office 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 may also use 
and disclose your protected health information to pay your health care bills and to support the operation of the chiropractor's office. 
 

Following are examples of the types of uses and disclosures of your protected health care information that the chiropractor's office is permitted 
to make once you have signed this consent/acknowledgment form: 
 

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your chiropractic care and any related services. 
This includes the coordination or management of your chiropractic care with a third party that has already obtained your permission to have access to your 
protected health information. 

 
Payment: Your protected chiropractic information will be used, as needed, for your chiropractic services. This may include certain activities that your 
chiropractic insurance plan may undertake before it approves or pays for the chiropractic services we recommend for you such as; making a determination 

of eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity, and undertaking utilization review activities. 
 
Testimonials:   I give Beyond Wellness Chiropractic permission to, use my testimonial with or without my name, photograph, and/or video testimonial: in 

ads, brochures, on the Web site, and in other promotions used to market their services, in the interest of telling others about the benefits of chiropractic.  
 
Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business activities of your 

chiropractor's practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of chiropractic 
students, substitute chiropractors, doctors who observe our practice, licensing, marketing, fundraising activities, and conducting or arranging for other 
business activities. 

 
In addition we may use a sign-in sheet at the registration desk where you will be asked to sign your name.  We may also call you by name in the waiting or 
adjusting room. We may use your health information to call you to remind you of, cancel or re-schedule an appointment. We may leave a message on your 

answering machine or voice mail. To promote a less stressful, family friendly and time efficient environment, most office visits are performed in an open 
setting with other patients where complete privacy of your name and health information will be respected but cannot be guaranteed. Special appointment 
times are available by request for discussion of private or confidential matters. We may mail appointment reminders, announcement or greeting cards to 

your home. Your name or picture may be used on a "Thank You for Referring", "Welcome to Our Office" or office bulletin board unless you specifically 
request us not to do so. Your private information will be used if we bill insurance claims for you or need to collect an outstanding balance using an outside 
collection agency. In addition, we may occasionally video tape our front desk or open adjustment area for training purposes.  We may share your protected 

health information with third party "business associates" that perform various activities (e.g., billing transcription services) for the practice. Whenever an 
arrangement between our office and a business associate involves the use or disclosure of your protected health information, we will have a written contract 
that contains terms that will protect the privacy of your protected health information.  We may use or disclose your protected health information, as 

necessary, to provide you with information about treatment alternatives or other health-related benefits and services that may be of interest to you. We may 
also use and disclose your protected health information for other marketing activities. For example, your name and address may be used to send you a 
newsletter about our practice and the services we offer. We may also send you information about products or services that we believe may be beneficial to 

you. You may contact our Privacy Contact to request that these materials not be sent to you. 
 
Other uses and disclosures of your protected health information will be made only with your written authorization, unless otherwise permitted or required by 

law as described below. You nay revoke this authorization, at any time, in writing, except to the extent that your chiropractor or the chiropractic practice has 
taken an action in reliance on the use or disclosure indicated in the authorization. 
 

Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity to Object 
We may use and disclose your protected health care information in the following instances. You have the opportunity to agree or object to the use or 

disclosure of all or part of your protected health information. If you are not present or able to agree or object to the use or disclosure of the protected health 

information, then your chiropractor may, using professional judgment, determine whether the disclosure is in your best interest. In this case, only the 
protected health information that is relevant to your health care will be disclosed. 

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person 

you identify, your protected health information that directly relates to that person's involvement in your chiropractic care. If you are unable to agree or object 
to such a disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our professional judgment.  We 
may use or disclose protected health information to notify a family member, personal representative or any other person that is responsible for your care of 

your location, general condition or death. Finally, we may use or disclose your protected health information to an authorized public or private entity to assis t 
in disaster relief efforts and to coordinate relief efforts and to coordinate uses and disclosures to family or other individuals involved in your health care. 

Emergencies: We may use or disclose your protected health information in an emergency treatment situation. If this happens, your chiropractor shall 

try to obtain your consent as soon as reasonably practicable after the delivery of treatment. If your chiropractor or another chiropractor in the practice is 
required by law to treat you, and the chiropractor has attempted to obtain your consent, but is unable to obtain your consent, he or she may still use or 
disclose your protected health information to treat you. 

Communication Barriers: We may use and disclose your protected health information if your chiropractor or staff member in the practice attempts to 
obtain consent from you but is unable to do so due to substantial communication barriers and the chiropractor or staff member determines, using 
professional judgment, that you intend to consent to use or disclosure under the circumstances. 

 
 
 

 



We may use or disclose your protected health information in the following situations without your consent or authorization: 
When required By Law, Public Health, Communicable Diseases, Health Oversight, Abuse or Neglect, Food and Drug Administration, Legal 

Proceedings, Law Enforcement, Funeral Directors, and Organ Donation, Criminal Activity, Military Activity, Inmates and National Security: 
Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department 

of Health and Human Services to investigate or determine our compliance. 

You have the right to inspect and copy your protected health information.  You have the right to request a restriction of your 
protected health information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment, health operations or additional uses listed above in paragraph 8. You may also request that any part of your protected health 

information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy 
Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. 

Your chiropractor is not required to agree to a restriction that you request. If your chiropractor believes it is in your best interest to permit use 

and disclosure of your protected health information, your protected health information will not be restricted. If your chiropractor does agree to the requested 
restriction, we may not use or disclose your protected health information in violation of that restriction unless it is needed to provide emergency treatment. 

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. We will 

accommodate reasonable requests. We may also condition this accommodation by asking you for information as to how payment will be handled or 
specification of an alternative address or other method of contact. We will not request an explanation from you as to the basis for this request. Please make 
this request in writing to our Privacy Contact. 

You may have the right to have your chiropractor amend your protected health information. This means you may request an amendment of 
protected health information about you in a designated record set for as long as we maintain this information. In certain cases, we may deny your request for 
an amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to 

your statement and will provide you with a copy of any such rebuttal. 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. This right 

applies to disclosures for purposes other than treatment, payment or healthcare operations as described in this Notice of Privacy Practices. 

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice electronically. 
Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated 

by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint. The terms of 

this Notice may change. If the terms do change you may receive a revised Notice by contacting our Privacy Contact. 
 
Privacy Contact: Dennis Hupka, Chiropractor (843) 800-0373   

                           589 Belle Station Blvd, Mount Pleasant SC 29464 
 

I have received a copy of this office's Notice of Privacy Practices and consent to the use and disclosure of protected 
health information by Dennis J. Hupka, D.C., staff and business associates for treatment, payment, health care 
operations and additional uses listed above. "You May Refuse To Sign This."    
I have reviewed, acknowledge, and understand the content of the Notice of Privacy Practices. 
 
THIS NOTICE WAS PUBLISHED AND BECOMES EFFECTIVE ON November 1, 2020. 

 
 
 

Printed Patient Name        Date       

 

Signature            

 

Printed Name of Parent/Guardian         

 

Signature of Parent/Guardian          



 
 
THIS AGREEMENT IS MADE AND ENTERED INTO BY AND BETWEEN THE NAMED PATIENT AND PROVIDER.  WHEREAS, PATIENT 

DESIRES TO RECEIVE SERVICES FROM THIS HEALTH CARE PROVIDER AND THEREFORE DESIRES TO ASSIGN CERTAIN RIGHTS AND 

BENEFITS TO PROVIDER IT IS HEREBY AGREED: 
 

A. WHEN WE ACCEPT YOU AS A PATIENT IT'S IMPORTANT THAT YOU UNDERSTAND THE OBJECTIVES OF OUR CARE.  
CHIROPRACTORS PROVIDE A UNIQUE SERVICE THAT NO OTHER HEALTHCARE PROVIDERS OFFER. CHIROPRACTORS SPECIALIZE IN 

THE LOCATION AND CORRECTION OF VERTEBRAL SUBLUXATIONS FOR THE PURPOSE OF IMPROVING THE HEALTH AND FUNCTION OF 

YOUR SPINE AND NERVOUS SYSTEM. THE PURPOSE OF CHIROPRACTIC CARE, IN THIS OFFICE, IS NOT TO TREAT DISEASE, SUPPRESS 

SYMPTOMS, PERFORM SURGERY OR PRESCRIBE MEDICATIONS BUT RATHER TO IMPROVE THE HEALTH AND FUNCTION OF YOUR 

SPINE AND NERVE SYSTEM.  OUR PRIMARY OBJECTIVE IS TO IMPROVE AND MAINTAIN THE HEALTH AND NORMAL FUNCTION OF YOUR 

SPINE AND NERVE SYSTEM TO THE MAXIMUM DEGREE POSSIBLE, USING SPECIALIZED TECHNIQUES CALLED "CHIROPRACTIC OR 

SPINAL ADJUSTMENTS" OVER A PERIOD OF TIME.  IT IS NOT OUR OBJECTIVE TO PRESCRIBE MEDICATION, MEDICALLY DIAGNOSE OR 

TREAT DISEASE. IF YOU DESIRE DIAGNOSIS OR TREATMENT FOR A DISEASE OR CONDITION OR ADVICE ON TAKING OR STOPPING 

MEDICATIONS, WE RECOMMEND YOU CONSULT A HEALTHCARE PROVIDER WHO SPECIALIZES IN THAT AREA.   
B. I HEREBY REQUEST AND CONSENT TO THE PERFORMANCE OF CHIROPRACTIC ADJUSTMENTS AND OTHER CHIROPRACTIC 

PROCEDURES, INCLUDING VARIOUS MODES OF PHYSICAL THERAPY AND DIAGNOSTIC X-RAYS, ON ME (OR ON THE PATIENT NAMED 

BELOW, FOR WHOM I AM LEGALLY RESPONSIBLE) BY THE DOCTOR OF CHIROPRACTIC NAMED BELOW AND/OR HIS/HER PRECEPTOR 

AND/OR OTHER LICENSED DOCTORS OF CHIROPRACTIC WHO NOW OR IN THE FUTURE TREAT ME WHILE EMPLOYED BY, WORKING OR 

ASSOCIATED WITH, OR SERVING AS BACK-UP FOR THE DOCTOR OF CHIROPRACTIC NAMED BELOW, INCLUDING THOSE WORKING AT 

THE CLINIC OR OFFICE LISTED BELOW OR ANY OTHER OFFICE OR CLINIC.  
C. I UNDERSTAND AND AM INFORMED THAT, AS IN THE PRACTICE OF MEDICINE, IN THE PRACTICE OF CHIROPRACTIC THERE ARE 

SOME RISKS TO TREATMENT INCLUDING, BUT NOT LIMITED TO, FRACTURE, DISC INJURY, APOPLEXY, DISLOCATION AND SPRAIN. IT IS 

NOT REASONABLE TO EXPECT THE DOCTOR TO BE ABLE TO ANTICIPATE AND EXPLAIN ALL RISKS AND COMPLICATIONS OF A GIVEN 

PROCEDURE ON ANY PARTICULAR VISIT, AND I WISH TO RELY ON THE DOCTOR TO EXERCISE JUDGMENT DURING THE COURSE OF THE 

PROCEDURE WHICH THE DOCTOR FEELS AT THE TIME, BASED UPON THE FACTS THEN KNOWN, IS IN MY BEST INTERESTS.   
 IF WE DISCOVER UNUSUAL FINDINGS DURING THE COURSE OF OUR CHIROPRACTIC EXAMINATION(S) WE WILL DISCUSS THEM 

WITH YOU. YOU MAY THEN DECIDE WHETHER YOU WISH TO INVESTIGATE FURTHER AND DISCUSS YOUR HEALTHCARE OPTIONS WITH 

OTHER HEALTH PROFESSIONALS. WE ARE HAPPY TO COMMUNICATE OUR CONCERNS WITH ANY OTHER HEALTH PROFESSIONAL. 
D. CLIENT RECOGNIZES THAT THIS AGREEMENT IS NOT A GUARANTEE OF CLINICAL RESULTS.  THERE IS NO GUARANTEE THAT 

ANY ILLNESS, INJURY, OR DISEASE CAN BE PREVENTED OR CURED BY PARTICIPATION IN THIS PROGRAM. ANY BALANCE DUE FOR 

SERVICES ARE DUE REGARDLESS OF RESULTS.  THIS AGREEMENT IS NON-TRANSFERABLE AND CONSTITUTES THE COMPLETE 

AGREEMENT BETWEEN PATIENT AND PROVIDER. NO OTHER CHIROPRACTIC FACILITIES ARE COVERED BY THIS AGREEMENT.  THIS 

AGREEMENT DOES NOT CONSTITUTE INSURANCE AND AS SUCH PROVIDER MAKES NO PROMISES TO TREAT NEW CONDITIONS UNDER 

THIS AGREEMENT. 
E. PATIENT HEREBY AUTHORIZES THIS PROVIDER TO RELEASE AND PERMIT THE EXAMINATION AND/OR COPYING OF ANY OF 

PATIENT’S MEDICAL RECORDS, X-RAYS, LABORATORY REPORTS AND THE RESULTS OF ALL TESTS OF ANY TIME OR CHARACTER TO 

SUCH PERSONS AS PROVIDER DEEMS APPROPRIATE. 
F.          THE ASSIGNMENTS AND AGREEMENTS CONTAINED IN THIS DOCUMENT MAY NOT BE REVOKED BY PATIENT WITHOUT THE 

EXPRESS CONSENT OF THE PROVIDER.  WE RESERVE THE RIGHT TO CANCEL AGREEMENT AT ANY TIME FOR ANY REASON.  THIS 

AGREEMENT IS NON-TRANSFERABLE AND NON-REFUNDABLE. 
 
I UNDERSTAND THE PURPOSE OF CHIROPRACTIC CARE AS EXPLAINED ABOVE I ACKNOWLEDGE I HAVE DISCUSSED, OR HAVE HAD THE 

OPPORTUNITY TO DISCUSS, WITH MY CHIROPRACTOR THE NATURE AND PURPOSE OF CHIROPRACTIC CARE IN GENERAL AND MY 

TREATMENT IN PARTICULAR (INCLUDING SPINAL ADJUSTMENT) AS WELL AS THE CONTENTS OF THIS CONSENT.  I CONSENT TO THE 

CHIROPRACTIC CARE OFFERED OR RECOMMENDED TO ME BY MY CHIROPRACTOR, INCLUDING SPINAL ADJUSTMENT. I INTEND THIS 

CONSENT TO APPLY TO ALL MY PRESENT AND FUTURE CHIROPRACTIC CARE. 
 

 
 

_______________________________________________________________________________________________ 
      SIGNATURE   DATE   SPOUSE/PARENT  SIGNATURE  DATE 
 
 
 
 
______________________________________________________________________________________ 
  STAFF SIGNATURE  DATE 
 


