
 

Welcome to Great Works Chiropractic   

Home of the 3B Synergy Health Systems               

 

Hey there, we are so excited to welcome you to our office! Your intake appointment with Dr. 

Seth has officially been scheduled and the next step in your care in completing our 

comprehensive but vital intake paperwork.  

Attached you can find your intake paperwork to complete before your exam. While filling it out 

please follow the following instructions.  

 

–Please fill out paperwork completely, do not leave anything blank or unfinished.  

 

–Please use either a black or blue pen.  

 

–If you have questions about any portion of the paperwork, or do not have the time to complete 

it prior to your exam, please arrive at your appointment ten to fifteen minutes early to receive 

help from the front desk.  

 

-Please do not print your paperwork out double-sided. Print it out one sheet per page.  

 

 

On the day of your appointment we ask that you please arrive on time and bring the following 

items with you;   

·         Insurance card(s) 

·         Loose comfortable clothing - please wear short sleeves if possible.  

·         Your completed intake paperwork.  

 

 

We cannot wait to meet you and start working with you. You have just taken a great step in 

getting your life back and we can’t wait to watch all the progress you are going to make. If you 

have any questions please do not hesitate to call the office at (207) 704-0298 

 

 

 



 

Great Works Chiropractic Pediatric Patient Introduction  

Name: ________________________________________Birthdate: ______ /______ /______ Sex: ___M    ___F 

Mailing Address:___________________________________________________________________________ 

Phone: (C) ________________________ (H) ________________________ (W) ________________________ 

What number is preferred? ____________ E – Mail: _______________________________________________ 

How would you like to be reminded of your child’s appointments? ___E – Mail ___Text Message 

  If by Text, what is your cell service provider? ________________________________________ 

Present Primary Care Physician:________________________Practice/Location:_________________________ 

How did you hear about us?___________________________________________________________________ 

What are your child’s interests?:_______________________________________________________________ 

_________________________________________________________________________________________ 

Does your child plan any sports? If so which ones? ________________________________________________ 

What types of toys does your child enjoy? _______________________________________________________ 

Does your child like to dance? ________ Does your child like to draw? ________ 

Does your child like to read? ________ Does your child like to play board/card games? ________  

Does your child like to play outside? ________ 

Responsible Party: 

Name of person responsible for this account:_____________________________________ 

Relationship to patient: ______________________Phone (_______) _______-________ 

Address: _____________________________________ City: ____________________ 

State: __________________ Zip: _________ 

Insurance Information:   Please present all insurance cards to front desk. Thank you. 

Certification and Assignment:  To the best of my knowledge, all provided information is complete and 

correct. I understand that it is my responsibility to inform the doctor if I, or my minor child, ever have a change 

in health.  

I certify that I, and / or my dependents are insured with __________________________________. 

And assign directly to Great Works Chiropractic & Wellness P.A. all insurance benefits, if any, otherwise 

payable to me for services rendered.   

I understand that I am financially responsible for all charges whether or not paid by insurance.   

I authorize the use of my signature on all insurance submissions. The above named doctor may use my health 

care information and may disclose such information to the above named insurance company (ies) and their 

agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits 

payable for related services.  

 

Signature of Patient or Representative: ________________________________ Relationship: ______________ 

Printed name of Patient:_____________________________________ Date: ___________________________ 



Great Works Chiropractic Pediatric Health History 

 

Name:___________________________________ Parent 1:________________________________________ 

Parent 2: ________________________________________ 

Prenatal/Early Childhood History 

 

Tell us about your pregnancy: 

Did you carry to full term? __________________ Any complications? ________________________________ 

__________________________________________________________________________________________ 

Tell us about your delivery and birth of this child: 

Did you use a midwife? _______________   Hospital? ________________   Obstetrician? _________________ 

C-Section? ________________   Were forceps used? ______________   Vacuum extraction? ______________ 

Were you induced? ___________   Epidural? _______________   Difficult/complicated birth? _____________ 

APGAR score (initial and at 5 minutes)? _____________   Comments: ________________________________ 

_________________________________________________________________________________________ 

Tell us more: 

Did you breastfeed? ________   How long? _______________   What formula after? _____________________ 

Did you consume alcohol during pregnancy? ____________ How much? ______________________________ 

Did you smoke? _____________   How much? ___________________   How long? _____________________ 

Did you take any medication (OTC or Rx) during your pregnancy? ___________________________________ 

For what? _______________________________________ What type? ________________________________ 

Exposures to ultrasound? ________________   How many? _________________________________________ 

Medical interventions/ other:  

Please describe any hospital stays: _____________________________________________________________ 

Any surgeries? (list all): ______________________________________________________________________ 

Antibiotics (how many times and for what? ______________________________________________________ 

Current medications, if any: ___________________________________________________________________ 

Vaccination status (check one): □ Regular schedule     □ Delayed Schedule     □ Declined   

Any adverse vaccination reactions? _____________________________________________________________ 

Known food allergies or sensitivities? ___________________________________________________________ 

 



Causes and signs of pediatric spinal distress and neurological conditions continued. Please complete all 

age appropriate sections. If the age of occurrence doesn’t match up to the section, please write 

approximate age: 

 

As a baby/toddler (birth to 4 years) did any of the following occur? 

 

□ Fall from a changing table or crib □ Tumble down stairs      □ Vertigo/dizzy spells       

□ Involved in car accident      □ Fall off playground equipment     □ Play in “jolly jumper”      

□ Ear infections        □ Tonsillitis        □ Reaction to vaccination      

□ Frequent crying spells       □ Frequent fevers        □ Frequent bouts of diarrhea      

□ Constipation        □ Sleeping problems       □ Frequent colds      

□ Colic        □ Did not gain weight       □ Breastfeeding problems      

□ Gastric reflux        □ “Always sick”        □ Other_____________ 

 

Comments on the above: _____________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

 As a young child (5-12 years) did any of the following occur? 

 

□ Fall from a tree        □ Fall off a bicycle       □ Fall off playground equipment      

□ Sports accident        □ Car accident        □ Stomach pains      

□ Scoliosis        □ Bed wetting       □ Learning/mental focus problems      

□ Hyperactivity        □ Asthma         □ Allergies        

□ “Growing pains”       □ Ear infections/tubes       □ Other____________ 

 

Comments on the above: _____________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

 As a child or adolescent, has your child experienced any of the following? 

 

□ Headaches        □ Dizziness        □ Ringing in ears      

□ Asthma         □ Hyperactivity       □ Fatigue        

□ Numbness in arms/hands      □ Arm/wrist/shoulder pains      □ Sleeping problems      

□ Allergies        □ Stomach problems / IBS      □ Weight gain/loss      

□ Foot/ankle/knee pains       □ Tingling in arms/legs       □ Neck/back pains      

□ Learning/mental focus problems   □ “Growing pains”       □ Hip pain      

□ Severe PMS/irregularity      □ Sports injuries/concussions    □ Other____________ 
 
Comments on the above: _____________________________________________________________________ 

 

__________________________________________________________________________________________ 

 



History of Present Problem: 

What is the main purpose for today’s visit? _________________ 

_________________________________________________________ 

_________________________________________________________ 

(If pain focused please mark where it is on the diagram to the 

right →) 

 

   Please mark on line below (↓) how severe or “how bad” it is: 

 
 
 

How did it start? ____________________________________________________________________________ 
 
How long has this been going on? ______________________________________________________________ 
 
Is there a time of day or night when it is most apparent? When? ______________________________________ 

_________________________________________________________________________________________ 

 
How long does it last, and how often does it happen? _______________________________________________ 
 
What have you tried to do to help this that has not worked? __________________________________________ 
 
What seems to make it worse? _________________________________________________________________ 
 
What seems to help or make it better for a little while? _____________________________________________ 

_________________________________________________________________________________________ 

 
How does this affect: 
 
 Home? _____________________________________________________________________________ 
 
 School? _____________________________________________________________________________ 
 
 Play? _______________________________________________________________________________ 
 
 Quality of Life? ______________________________________________________________________ 
 

 

 

 

 

 

 

 

 

 



What other problems, if any, have you noticed with your child? 

 

 □ Low muscle strength □ Rounded/slumped posture □ Poor social awareness 

 □ Poor balance  □ Bedwetting or accidents □ Occasional/frequent ear infections 

 □ Disturbed or poor sleep  □ Poor concentration  □ Occasional/frequent anxiety 

 □ Constipation  □ Difficulty listening  □ Occasional/frequent depression  

□ Low tolerance to stress □ Unable to control emotions□ Memory problems/forgetting    

□ Muscular or body pain □ Heartburn/reflux  □ Learning difficulty 

□ Allergies   □ Sinus trouble  □ Occasional/frequent asthma attacks  

□ Breathing issues  □ Poor flexibility  □ Occasional/frequent headaches  

□ Less/no dizziness  □ Weak immune system □ Medication dependency 

□ Poor coordination  □ Low energy  □ Poor spatial awareness  
  

Below are common struggles parents are seeing often with their child, please rate your kid’s level from  

1-10 with 10 being the worst 

 

Response to requests:  

 

 

Concentration/Focus: 

 

Impulse control: 

 

Emotional control: 

 

 

If you were to choose three key goals for your child what would they be? 

 

1) 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

2) 

________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

3) 

__________________________________________________________________________________________

__________________________________________________________________________________________ 



 
249 Main Street South Berwick, ME 03908 

(P) 207-704-0298 * (F) 207-704-0389 
 

 

 

 

HEALTH CARE AUTHORIZATION FORM  
I have been provided with a copy of the Notice of Privacy Practices for Protected Health Information. The Notice of 

Privacy Practices describes the types of uses and disclosures of my Protected Health Information (PHI) that will 

occur in my treatment, payment of my bills or in the performance of health care operations of this chiropractic office. 

A copy of our notice is attached and we encourage you to read it and request your own copy if you would like one.  

This Notice of Privacy Practices also describes my rights and duties of the Chiropractor with respect to my protected 

health information. I hereby give permission to Great Works Chiropractic & Wellness (GWCW) to use and/or 

disclose Protected Health Information in accordance with the following:  

SPECIFIC AUTHORIZATIONS:  

 I give permission to GWCW to use my address, phone number and clinical records to contact me with 

appointment reminders, missed appointment notification, birthday cards, holiday related cards, newsletters, 

information about treatment alternatives or other health related information.  

 If GWCW contacts me by phone, I give them permission to leave a phone message on my answering 

machine or voice mail.  

 I give permission to GWCW to use any testimonial written by me for marketing purposes such as, sharing 

with other patients or potential patients, in their brochure, on their website or in ads in print media. I also 

give them permission to use my image (photographs or videos) for marketing reasons on their website or in 

office. 

 I give GWCW permission to treat me in an open room where other patients are also being treated. I am 

aware that other persons in the office may overhear some of my protected health information during the 

course of care. Should I need to speak with doctor at any time in private, the doctor will provide a room for 

these conversations.  

 By signing this form you are giving GWCW permission to use and disclose your protected health 

information in accordance with the directives listed above.  

 I give GWCW permission to send records to my Primary Care Provider or others who may have treated me 

for a similar condition in order to better my care. 

The use of this format is intended to make your experience with our office more efficient and productive as well as 

to enhance your access to quality health care and health information. This authorization will remain in effect for the 

duration of my care at Great Works Chiropractic & Wellness plus 7 years or until revoked by me.  

RIGHT TO REVOKE AUTHORIZATION:  
You have the right to revoke this AUTHORIZATION, in writing, at any time. However, your written request to revoke 

this AUTHORIZATION is not effective to the extent that we have provided services or taken action in reliance on your 

authorization.  

(over) 

 

 

 

 

 

 



 

 

You may revoke this AUTHORIZATION by mailing or hand delivering a written notice to the Privacy Official of 

GWCW. The written notice must contain the following information:  

Your name, and date of birth;  

A clear statement of your intent to revoke this AUTHORIZATION;  

The date of your request; and  

Your signature.  

The revocation is not effective until it is received by the Privacy Official.  

This AUTHORIZATION is requested by GWCW for its own use/disclosure of PHI. (Minimum necessary standards 

apply.)  

I have the right to refuse to sign this AUTHORIZATION. If I refuse to sign this AUTHORIZATION, GWCW will not 

refuse to provide treatment however, it will not be possible for GWCW to file third party billing on my behalf and I will 

be responsible for 1) payment in full at the time services are provided to me 2) scheduling my own appointments since 

GWCW will be unable to contact me 3) all contact with GWCW regarding my care. Additionally, any collection activity 

as permitted by law is not waived by refusal to sign the authorization.  

I have the right to inspect or copy, within legal boundaries, the protected health information to be used/disclosed. A 

reasonable fee for copying will apply. A copy of the signed authorization will be provided to me.  

HEALTHCARE AUTHORIZATION  

I have read and understand this Healthcare Authorization Form and acknowledge receipt of The Notice of Privacy 

Practices for Protected Health Information. My signature below represents agreement with these practices.  

Patient’s name (please print): _________________________________________________________  

Patient’s Signature: _________________________________________________________________  

Today’s Date: ______________________________ DOB: _________  

Name of Personal Representative (if someone is designated to act on your behalf/or for a minor)  

Parent or Personal Representative Name (please print): 

_________________________________________________________________________________  

Signature: ________________________________________________________________________ 

Description of Representative’s Authority to Act on Patient’s Behalf: _________________________  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

Consent for Radiology 

 
 

I, ______________________________, give the doctors of Great Works 

Chiropractic and Wellness Center my consent to take any and all x-rays needed to 

better understand my Condition. I have been fully informed of the possible risks 

and safety standards of this Office. 

 

I also give my consent for films of my child (children) for the same reasons, if 

applicable. 

 

 

 

For People Who Can Become Pregnant Only: 

To my best knowledge I am not pregnant and know of no contraindications for x-

rays at this time. 

 

 

 Patient Signature: ____________________________________ Date: ___________ 

 

 

 


