
Name: Email: 

Address: 

City, State, Zip: Date of Birth: Age: 

Phone Number:

Emergency Contact (Name & Phone): Marital Status: 

Referred by: Occupation: 

Male 

Female 

Height: 

Weight: 

Date of last session: 

Reason for today’s visit: 

How long have you had this condition? Is it getting worse? 

Does it bother your:     Sleep     Work     Other (What?) 

Is this your first time with this condition? 

What seems to make it better? What seems to make it worse? 

Are you under the care of a physician now? Yes No If yes, for what? 

Who is your physician? Physician’s Phone? 

Other concurrent therapies? _________________________________ 

Surgeries:_________________________________________________ 

Medications:______________________________________________   

Class IV Laser Treatment Intake Form 



  
 
 
 
 
 

Informed Consent 
 

 
Laser therapy is a safe, non-invasive, FDA cleared modality for the treatment of pain and the 
temporary increase of microcirculation.  Increased microcirculation can provide relief for many 
acute and chronic conditions.  Laser therapy utilizes visible and invisible laser radiation, 
therefore, appropriate eye protection is required at all times during treatment. 
 
Effects of your treatment will continue for up to 24-36 hours.  Individuals respond uniquely to 
treatment, you may see immediate results after the first treatment or depending on the severity of 
your condition you may require several treatments before you begin to feel results. 
 
Increased soreness may occur after your first laser session.  This is a normal healing 
phenomenon known as retracing.  Mild bruising may occur from the soft tissue manual therapy 
element of your treatment program. 
 
 
 

☐ I understand the above and consent to treatment 
 
☐ I understand that failing to complete any part of my treatment program 

will reduce my chances of success. 
 
 
 
 
 
 
 
 
 
 
 

Patient Signature                                                                                                     Date 
   
  



AUTHORIZATION FOR CARE 
I hereby authorize the doctor to work with my condition through the use of acupuncture, A.M.I.T., Class IV laser, chiropractic, cupping, 
decompression, dry needling, Graston and/or pulse. as he or she deems appropriate. I clearly understand and agree that all services 
rendered to me are charged directly to me and that I am personally responsible for payment. I agree that I am responsible for all bills 
incurred at this office. The doctor will not be held responsible for any pre-existing medically diagnosed conditions nor any medical 
diagnosis. I also understand that if I suspend or terminate my care, any fees for professional services rendered to me will become 
immediately due and payable. 
 
I hereby authorize assignment of my insurance rights and benefits (if applicable) directly to the provider for services rendered. I 
understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. I understand 
that the Doctor’s Office will prepare any necessary reports and forms to assist me in collecting from the insurance company and that any 
amount authorized to be paid directly to the Doctor’s Office will be credited to my account on receipt. 
 
Ownership of X-ray Films: it is understood and agreed that the payments to the Doctor for X-rays is for examination of X-rays only. The 
X-ray negative will remain the property of the office. They are kept on file where they may be seen at any time while I am a patient at this 
office. 
Initial If Read Above: __________ 

TERMS OF ACCEPTANCE 
When accepting a new client who is seeking acupuncture, A.M.I.T., Class IV laser, chiropractic, cupping, decompression, dry needling, 
Graston and/or pulse, it is essential for both the client and the doctor to be working towards the same objective. Chiropractic has only one goal to 
work toward the cause, not the effect. It is only when the client understands both the objective and the method that they will be able to attain it. 
This will prevent any confusion or disappointment. 
 
An adjustment is the specific application of forces to facilitate the body’s correction of vertebral subluxation. Our chiropractic method of 
correction is by specific adjustments to the spine. Health is a state of optimal physical, mental, and social well-being, not merely the absence of 
disease. Vertebral Subluxation is a misalignment of one or more of the joints in the body. This can cause pain or alteration of nerve function and 
interference of the transmission or nerve impulses, lessening the body’s innate ability to maintain maximal health. 
 
We do not offer to diagnose or treat any disease or condition other than vertebral subluxation. However, if during the course of a chiropractic 
spinal evaluation, we encounter non-chiropractic or unusual findings, we will advise you. If you desire advice, diagnosis or treatment for those 
findings, we will recommend that you seek the services of a health care provider who specializes in that area. Regardless of what the disease is 
called, we do not off to treat it. Nor do we offer advice regarding treatment prescribed by others. Our only practice objective is to eliminate a 
major interference to the expression of the body’s innate wisdom. Our only method is specific adjusting to correct vertebral subluxation. 
 
I have read and fully understand the above statement. Any questions regarding the Doctor’s objectives pertaining to my care in this office have 
been answered to my complete satisfaction. I therefore accept chiropractic care on this basis. 

Initial If Read Above: __________ 

NOTICE OF PRIVACY POLICY 
Protecting the privacy of your personal health information is important to us. Disclosure of your protected health information 
without authorization is strictly limited to defined situations that include emergency care, quality assurance activities, public health, 
research, and law enforcement activities. Any other disclosures for the purposes of treatment, payment, or practice operations will 
be made only after obtaining your consent. 

• You may request restrictions on your disclosures. 
• You may inspect and receive copies of your records within 30 days with a request. 
• You may request to view changes to your records. 
• In the future, we may contact you for appointment reminders, announcements, and to inform you about our practice and 

staff. 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to privacy 
regarding my protected health information. 
I understand that this information can and will be used to: 

• Conduct, plan, and direct my treatment and follow up with multiple healthcare providers who may be involved in that 
treatment directly or indirectly. 

• Obtain payment from third party payers. 
• Conduct normal healthcare operations such as quality assessments and physician’s certifications. 
• You may request a super bill, documentary of visits by email. 

I have read and understood your Notice of Privacy Practices. A more complete description can be requested. I also understand that I 
can request, in writing, that you restrict how my personal information is used and /or disclosed. 

PATIENT NAME (PLEASE PRINT): RELATIONSHIP TO PATIENT (IF MINOR): 

SIGNATURE: DATE: 



DISC Style Assessment 

EXAMPLE: 

INSTRUCTIONS: 

To the left are 18 word groupings 

that are associated with 4 main 

personality “styles”.   

Read the words in each row and 

mark the word group that is 

MOST like you with an “M”.   

It is important that you DO NOT 

choose what you want to be, or 

what others think you are, but 

what you really are in YOUR real 

life. 

Demanding 

Assertive 

Kind 

Nice 

Caring 

Outgoing 

Active 
Proper 

Formal    

1 Firm 

Strong 

Outgoing 

Active 

Gentle 

Soft 

Humble 

Law-abiding 

Conscientious 

2 Brave 

Adventurous 

Enthusiastic 

Influencing 

Content 

Satisfied 

Compliant 

By the book 

3 Controlling 

Take charge 

Persuading 

Convincing 

Merciful 

Sensitive 

Pondering 

Wondering 

4 Convinced 

Cocky 

Delightful 

Pleasant 

Peaceful  

Calm 

Conservative 

Inflexible 

5 Determined 

Optimistic 

Entertaining 

Clowning 

Shy 

Mild 

Competent 

Does right 

6 Industrious 

Hard working 

Smiling 

Happy 

Timid 

Soft spoken 

Systematic 

Follows plans 

7 Decisive 

Sure 

Certain 

Friendly 

Cordial 

Popular 

Obedient 

Submissive 

Careful 

Cautious 

8 Winner 

Competitive 

Admirable 

Elegant 

Diplomatic 

Peacemaking 

Contemplative 

Thinker 

9 Outspoken 

Opinionated 

Inducing 

Charming 

Hospitable 

Enjoys company 

Inventive 

Imaginative 

10 Forceful 

Strong-willed 

Hyper 

Energetic 

Considerate 

Thoughtful 

Perfectionist 

Precise 

11 Challenging 

Motivating 

Talkative 

Verbal 

Steady 

Dependable 

Accurate 

Exact 

12 Zealous 

Eager 

Exciting 

Spirited 

Quiet 

Reserved 

Organized 

Orderly 

13 Will buy 

on impulse 

Will spend 

as I want 

Will wait, 

no pressure 

Will do with- 

out, self- 

controlled 

14 Bold 

Daring 

Happy 

Carefree 

Pleasing 

Kind 

Cool 

Collected 

15 Rules need to  

be challenged 

Rules make it 

boring 

Rules make it 

safe 

Rules make it 

fair 

16 Wants more 

authority 

Wants new 

opportunities 

Wants safety, 

security 

Wants clear 

direction 

17 A good 

delegator 

A good 

encourager 

A good  

listener 

A good 

analyzer 

18 Courageous 

Bold 

Animated 

Laugh out loud 

Please others 

Team player 

Correct 

Exact 

D I S C 

M 
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                     M  



 

 

 

Consent to Text Messaging Reminders/Missed Appointments 

 

I give permission consent to receive text messages from Infinity Wellness Center through 
Ring Central: 

 

(1) Infinity Wellness Center may send text messages in various formats, including but 
not limited to, text messages about appointment reminders or missed 
appointments. 

(2) You are the owner or authorized user of the mobile phone number identified below. 
You will notify us immediately if you are no longer the owner or authorized user of 
the mobile phone number identified below.  

(3) You are solely responsible for any message and data charges associated with text 
messaging.  

 

 

If you do not wish to receive text messages from Infinity Wellness Center, please do not 
sign this form.  

 

Client Name:  

 

Signature:  

 

Mobile Phone Number:  



Empowering Others 

Sometimes we take photos in our office to document the progress of results and care. 
Often, those photos can be used to empower and educate other families the power of 
chiropractic/acupuncture/dry needling/cupping/PEMF/AMIT/laser therapy/decompression for similar 
things going on. 
You are answering below on behalf of yourself or your child for these photos to be used for printed or 
web materials for potential educational opportunities.  

________Initials to say YES 

________Initials to say NO 




