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Welcome to Durango Sports Chiropractic: 
 
This office is not about months of several weekly five-minute appointments for back pain. It is about 
unleashing your full health and performance potential in spirit, mind, and body using a natural, holistic 
approach. The decision on health care choices is often stressful, and I appreciate your trust in me as 
your provider.  

	
My chiropractic experience began back in my high school days as a track athlete when I was 
experiencing sharp, radiating low back pain after making an awkward movement during hurdle practice. 
My father brought me to the chiropractor, and after three visits, my pain was fully resolved. I went on to 
pursue my Athletic Training degree at Springfield College. After working closely with the team 
chiropractor, I enrolled into chiropractic school with one goal in mind: to help athletes and people get 
back in the game using the most effective treatment and a keen sense of urgency. 
 
Today's medical approach uses prescription drugs too frequently to resolve the symptoms, but not the 
actual problem causing them. This solution is usually temporary, resulting in long-term drug use, 
unpleasant (and sometimes fatal) side effects, and a suppression of your body's ability to call for the 
help it truly needs. The paradigm of taking drugs, getting surgery, and then seeing a chiropractor as the 
last resort MUST change. Not only is this too costly for the patient, but once surgery is performed, the 
chances of reaching your optimal health and performance become incredibly slim.  
 
I want to be your health coach. Behind every great athlete is a great coach, and the same rule applies 
to one’s health. It is my promise to investigate every aspect of your health in spirit, mind, and body, with 
the objective of discovering the true cause of pain or limited performance. I will need your full honesty, 
cooperation, and determination in order to achieve the results you seek. Let’s get started!   

 
 
 

In health,  
 
 
 
Kevin Vieser, DC, ATC 
Durango Sports Chiropractic 
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Confidential Patient Record 
 
Name______________________________Sex__________Age___________DOB__________Date__________ 
 
Address___________________________________City_______________________State_______Zip_________ 
 
Home________________Business________________Mobile______________Email______________________ 
 
Occupation__________________________________________Employer_______________________________ 
 
Names/Ages of Children______________________________Marital Status (circle one) Single Married Widowed Divorced 
 
Name of Spouse____________________________________Spouse Occupation_________________________ 
 
Name and Phone of Emergency Contact__________________________________Relationship______________ 
 
How did you hear about the office?______________________________________________________________ 
 
Have you ever been to a chiropractor before?  Y   N    If yes, which doctor?______________________________ 
 

Health Evaluation 
Using the diagram below, mark the areas of your body where you currently feel pain or other abnormal sensation. 
Also, indicate where your pain travels (if applicable). You may also write notes next to your markings about 
important details. Then, please answer the questions to the right by circling the number that best represents your 
pain. 0 is no pain and 10 is the worst pain you could possibly imagine.  
 
Scars: Use the diagrams to the left to draw any scars or distinct skin markings (major or minor) that you have. 

 
Rate your pain by circling the one 
number that best describes your pain 
at its WORST in the past 24 hours. 
 

0  1  2  3  4  5  6  7  8  9  10 
 
Rate your pain by circling the number 
that best describes your pain at its 
LEAST in the past 24 hours 
 

0  1  2  3  4  5  6  7  8  9  10 
 
Rate your AVERAGE pain level 
 

0  1  2  3  4  5  6  7  8  9  10  
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Complaints | Please rank your health complaints and rate their severity (on a scale from 1-10, 10 being 
the worst pain imaginable). This could include your current pain, a chronic injury (i.e. “bad” knee or 
shoulder), being out of shape, etc. 

_____________________________________________________________________________________	
_____________________________________________________________________________________	
_____________________________________________________________________________________	
 

Goals | What are your goals for coming to this clinic?  
_____________________________________________________________________________________	
_____________________________________________________________________________________	

 
Limitations | What limitations do you have, if any, in working with the doctor at Durango Sports 
Chiropractic? (i.e. Unwilling to take nutritional supplements, won’t give up smoking/alcohol) 

_____________________________________________________________________________________	
_____________________________________________________________________________________	

 
Stress Level | Rate your stress level currently on a scale from 1-10 (10 being the most stress). Describe 
your major stressors (job, move, relationships, pain), and how you manage stress.  

1  2  3  4  5  6  7  8  9  10 
_____________________________________________________________________________________	
_____________________________________________________________________________________	
 

Sleep Quality | How is the quality of your sleep? Is it restful? Restless? Difficulty falling asleep? Wake up 
frequently? Nightmares? Please include average hours of sleep/night, and your typical bed time.  

_____________________________________________________________________________________	
_____________________________________________________________________________________	

 
Exercise | Please include exercise type, frequency, duration, and intensity.  

_____________________________________________________________________________________	
_____________________________________________________________________________________	

 
 
Smoking | Do you smoke? Packs per day? How long have you smoked? Have you tried quitting? 

_____________________________________________________________________________________	
_____________________________________________________________________________________	

 
 
Daily Habits | For each of the items below, specify if you consume them and how often (i.e. 2 cups/day) 
Alcohol___________Soda___________Coffee ___________Water__________Fast Food___________ 
 
Allergies | Please list any known allergies, including food allergies, environmental, seasonal, drug, 
etc______________________________________________________________________ 
 
Medical History | Please describe any conditions which are under the care of a physician. 
Diagnosis___________________________________________________________________________ 
Date of onset________________________________________________________________________ 
Duration of current symptoms___________________________________________________________ 
Doctors/Specialists involved____________________________________________________________ 
Diagnostic Tests performed_____________________________________________________________ 
Current Treatment____________________________________________________________________ 
Treatment received in the past______________________________Effective?_____________________ 
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Medications | Please list any medications you are taking, or have taken I the past, for how long, and 
reasons for taking it.  

☐ Antacids ☐ Anti-inflammatories ☐ Diuretics 
☐ Muscle 

relaxors 
☐ Steroids (prednisone, 
anabolics, cortisone) 

☐ Antibiotics ☐ Birth Control  
☐ Hormones (estrogen, 
progesterone, DHEA, 
testosterone, thyroid) 

☐ Pain killers  

☐ Antidepressants ☐ Blood Pressure  
☐ Parasite 
medications ☐ Diuretics 

☐ Antihistamines ☐ Cardiac/Heart 
    ___________________________________________________________________________________

___________________________________________________________________________________ 
 
 
Surgeries/Hospitalizations | Please indicate any surgeries, traumas, fractures, car accidents, etc. that 
you have had. 

☐ Appendectomy 
☐ 
Implants/Prostheses ☐ C-Sections ☐ Eye Surgery ☐ Tonsils/Adenoids 

☐ Arthroscopy ☐ Biopsies ☐ D&C's ☐ Laprascopy 
 Other (please list all with brief details such as date, outcome, 

etc.)______________________________________________________________________________ 

__________________________________________________________________________________ 
 
 
 
 
 
Family History | Please list age along with any health conditions (i.e. arthritis, blood disorders, cancer, 
diabetes, epilepsy, fatalaties, genetic disorders). If deceased, please indicate age and cause of death.  
Maternal 
Grandmother________________________________________________________________________ 
Grandfather_________________________________________________________________________ 
Paternal 
Grandmother________________________________________________________________________ 
Paternal 
Grandfather_________________________________________________________________________ 
 
Mother_____________________________________________________________________________ 

Father______________________________________________________________________________ 

Brother(s)___________________________________________________________________________ 
Sister(s)____________________________________________________________________________ 
Other 
Relatives____________________________________________________________________________ 
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Review of Systems | Please check the "NOW" box for all conditions that you are currently experiencing and mark the 
"PAST" box for any condition or symptoms experienced at any time in your life 
 

General N P Nose N P G-I System N P 
	 	 	 	 	 	Weight Loss ☐ ☐ Nose bleeds ☐ ☐ Gas ☐ ☐ 
	 	 	 	 	 	Weight Gain ☐ ☐ Sinus problems ☐ ☐ Heartburn ☐ ☐ 
	 	 	 	 	 	Head 

  
Lungs 

  
Indigestion ☐ ☐ 

	 	 	 	 	 	Headache ☐ ☐ Difficulty breathing ☐ ☐ Ulcers ☐ ☐ 
	 	 	 	 	 	Dizziness ☐ ☐ Asthma ☐ ☐ Vomiting/Nausea ☐ ☐ 
	 	 	 	 	 	Head Trauma ☐ ☐ Pneumonia ☐ ☐ Abdominal Pain ☐ ☐ 
	 	 	 	 	 	Fainting ☐ ☐ Wheezing ☐ ☐ Diarrhea ☐ ☐ 
	 	 	 	 	 	Blacking Out ☐ ☐ Persistent cough ☐ ☐ Constipation ☐ ☐ 
	 	 	 	 	 	Eyes 

  
Coughing phlegm ☐ ☐ Bloody stool ☐ ☐ 

	 	 	 	 	 	Change in vision ☐ ☐ Coughing blood ☐ ☐ Hemorrhoids ☐ ☐ 
	 	 	 	 	 	Cataracts ☐ ☐ Tuberculosis ☐ ☐ Liver disease ☐ ☐ 
	 	 	 	 	 	Light Sensitivity ☐ ☐ Vascular 

  
G-U System 

  	 	 	 	 	 	Spots in Vision ☐ ☐ Chest pain ☐ ☐ Difficulty urinating ☐ ☐ 
	 	 	 	 	 	Mouth 

  
Palpitations ☐ ☐ Pain urinating ☐ ☐ 

	 	 	 	 	 	Bleeding gums ☐ ☐ Ankle swelling ☐ ☐ Blood in urine ☐ ☐ 
	 	 	 	 	 	Cold sores ☐ ☐ Cold feet/hands ☐ ☐ Foul urine odor ☐ ☐ 
	 	 	 	 	 	Dentures ☐ ☐ Calf pain ☐ ☐ Increase urination ☐ ☐ 
	 	 	 	 	 	Sore throat ☐ ☐ Varicose veins ☐ ☐ Decrease urination ☐ ☐ 
	 	 	 	 	 	

Jaw pain ☐ ☐ 
High Blood 
Pressure ☐ ☐ Urinary Infection ☐ ☐ 

	 	 	 	 	 	

      

Genital 
Infection/STD ☐ ☐ 

	 	 	 	 	 	 
																						                                

Neurological N P Conditions N P 	 N	 P	
	 	 	 	 	 	Seizure/Epilepsy ☐ ☐ Diabetes ☐ ☐ Migraines	 ☐	 ☐	
	 	 	 	

 
	Strokes ☐ ☐ Thyroid Condition ☐ ☐ TIA's	 ☐	 ☐	

	 	 	 	 	 	Tingling sensation ☐ ☐ Heart Condition ☐ ☐ 
Headache unlike any 
other	 ☐	 ☐	

	 	 	 	 	 	Numbness ☐ ☐ Rheumatoid Arthritis ☐ ☐ 	 	 	
	 	 	 	 	 	Weakness ☐ ☐ Rheumatic Fever ☐ ☐ Skin	

	 	 	 	 	 	 	 	Difficulty walking ☐ ☐ Glaucoma ☐ ☐ Rashes	 ☐	 ☐	
	 	 	 	 	 	Concussions ☐ ☐ Alcoholism ☐ ☐ Bruising	 ☐	 ☐	
	 	 	 	 	 	Muscle/Bone 

	 	
Cancer/Tumor ☐ ☐ Changes in moles	 ☐	 ☐	

	 	 	 	 	 	Joint pain ☐ ☐ Polio ☐ ☐ Itching	 ☐	 ☐	
	 	 	 	 	 	Stiffness ☐ ☐ Parkinsons ☐ ☐ 

	 	 	 	 	 	 	 	 	Muscle ache ☐ ☐ Multiple Sclerosis ☐ ☐ 
	 	 	 	 	 	 	 	 	Arthritis ☐ ☐ Gout ☐ ☐ 
	 	 	 	 	 	 	 	 	Bone pain ☐ ☐ Anemia ☐ ☐ 
	 	 	 	 	 	 	 	 	Fractures ☐ ☐ Osteoporosis ☐ ☐ 
	 	 	 	 	 	 	 	 	Dislocations ☐ ☐ Osteoarthritis ☐ ☐ 
	 	 	 	 	 	 	 	 	   High Cholesterol ☐ ☐ 
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Office Guidelines and Policies 
 
Preparation Guidelines 
Prior to your initial visit, you need to obtain all the necessary 
paperwork. We ask you to read and complete this paperwork at 
home (in non-urgent cases) to give you time to think through your 
answers and to make the most out of your time in the office. You 
may also want to visit the website (www.DurangoSC.com) to 
learn more about the services offered in our office, what to 
expect on your first visit, and to find answers to some questions 
frequently asked by patients. 
 
Medical Records 
If applicable, please bring copies of your latest laboratory and 
imaging (x-ray, MRI, CT) reports- no film required- on the day of 
your initial exam. If your doctor requires an ‘Authorization to 
Release Medical Records’ form, please contact our office and we 
will provide one for you. Often your laboratory and imaging 
reports can be faxed or emailed directly to you by your doctor.  
 
Fees 
My goal is to provide you with the best personalized health care 
at an affordable price. If you’re struggling with financial hardship, 
accommodations can be made to make sure you’re getting the 
healthcare that you need.  
 
Non-Medicare Health Insurance: This office is “out-of-
network” for all* insurance companies. To find out about your out-
of-network benefits, call the customer service number on your 
insurance card and inquire about your chiropractic coverage. 
This office does not bill or directly communicate with insurance 
companies; however, we would be happy to provide you a 
“superbill” that includes the information you need to file a claim. 
Any reimbursement will then be mailed directly to you from your 
insurance company. If you have a Health Savings Account (HSA) 
or Flexible Spending Account (FSA), the “superbill” will also 
validate your expenses in our office as healthcare-related to 
those entities. Payment for each visit is required at the time of 
service.  
 
Medicare: We do not accept Medicare as a “Non-participating 
physician.” Rather than allowing Medicare to partially govern your 
treatment plan, I will be charging a senior discount rate at the 
cost of your Medicare co-pay.  
 
No Show & Cancellation Policy 
We are committed to offering exceptional patient care during 
every visit. Investments have been made in equipment, 
continuing education, and systems to make your visit comfortable 
and effective. We pride ourselves on consistently running on 
time, and will be ready for your appointment with full attention 
and energy. We ask that you prepare for your appointment 
accordingly. Please come dressed appropriately for any body 
parts you want focused treatment on (i.e. don’t wear tight jeans if 
we are going to be focusing on your knee). There is a 24 hour 
cancellation policy on all appointments, or else you will be 
charged a 25$ fee after the 2nd occurrence.  
 
 
 

Payment Agreement 
 
Payment for the initial consultation and treatments is 
required at the time of service. For your convenience, 
we accept cash, checks, and cards. Cards will be 
charged an additional 5$ processing fee.  
 
Additionally, regarding insurance, please be sure to 
note: 

• Your insurance policy is a legal contract 
between you, your employer, and the 
insurance company. We, as healthcare 
providers, are NOT a party to that contract.  

• The doctor is not a member of any HMO, 
PPO, or other provider networks. Therefore, 
any coverage you may have for services 
provided in this office will be deemed “out of 
network coverage” by your insurance 
company.  

• Many insurance companies will advise you 
that your coverage will be a percentage of the 
office fees (i.e. 80% of treatment charges) 
after a yearly deductible amount has been 
fulfilled. What is often not specified by the 
insurance company are plan fee schedules, 
annual maximums, and other limitations that 
will have a direct bearing on the 
reimbursements they allow. For details on 
your health insurance “out-of-network” 
chiropractic benefits, please contact your 
insurance company directly. 

 
Release of Information: I authorize the release of 
any information concerning my health and health care 
services to my insurance companies, pre-paid health 
plan or Medicare.  
 
I, the undersigned, agree to all the above Office 
Guidelines and Policies. I have asked, and had 
answered to my satisfaction, any questions I have 
regarding these policies. By my signature, I 
acknowledge receipt of the provider’s Notice of Privacy 
Practices (HIPPA) and the provider’s Patients Rights 
and have been given the opportunity to read them. I 
understand that this information is available to me upon 
my request, or available online at any time.  
 
 
 
________________________________________ 
Patient’s Signature   Date 
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Informed Consent 
 
I, the undersigned, have voluntarily requested that the doctor(s) 
at Durango Sports Chiropractic, assist me in the management of 
my health concerns. I have understood and agree to all policies 
and terms provided in the Office Policies and Procedures. I 
understand that the doctors are chiropractors and that their 
services are not to be construed or serve as a substitute for 
standard medical care. The doctor recommends that I undergo 
regular routine medical check-ups by medical doctor.  
Medical doctors, doctors of chiropractic, osteopaths, and physical 
therapists who perform manipulation are required by law to 
obtain your informed consent before starting treatment. I, the 
undersigned, do hereby give my consent to the performance of 
non-invasive treatment to the joints and soft tissues. I understand 
that the procedures may consist of manipulations/adjustments 
involving the movement of the joints and soft tissues. In-office 
exercises, taping, dietary recommendations, among other tools, 
will often be used.  
 
Examination and treatment involve some of the following 
methods: 
• Observation and Inspection: Viewing/looking at body parts. 

Visualization includes general body viewing in a standing 
position from the front, back, and side. All symptomatic 
(painful) body parts may be viewed. Gait analysis and 
motion patterns will also be assessed.  

• Auscultation: Using a stethoscope to listen for blood 
pressure and other body sounds. 

• Palpation: This means the doctor will touch you, feeling for 
tenderness, heat, swelling, tissue integrity, etc.  

• Percussion: Tapping on bones, tendons, and organs. 
• Orthopedic/Neurologic testing: These are standard tests to 

determine and distinguish specific injuries to the 
neuromusculoskeletal system. These are designed to 
reproduce your symptoms and may be temporarily painful.  

• Muscle testing: For weakness and/or pain with contracting or 
stretching. 

• Myofascial release: Muscle work to increase flexibility and 
break up adhesions in muscle or myofascial tissues. 

 
Although spinal and extremity manipulation/adjustments is 
considered to be one of the safest, most effective forms of 
therapy for musculoskeletal problems, I am aware that there are 
possible risks and complications associated with these 
procedures as follows: 
 
Risks from Treatment 
 
Soreness: I am aware that, similar to exercise, it is possible to 
experience muscle soreness following the first few treatments. 
Dizziness: Temporary symptoms like dizziness and nausea can 
occur but are relatively rare. Please inform the doctor if you 
experience these symptoms. 
Fractures/Joint injury: I further understand that in isolated 
cases, underlying physical defects, deformities, or pathologies 
may render the patient susceptible to injury. When osteoporosis, 
degenerative risk, or other abnormality is detected, the office will 
proceed with extra caution. 
Stroke: Although strokes happen with some frequency in our 
world, strokes from chiropractic adjustments are extremely rare. 

I am aware that the nerve or brain damage including 
stroke is reported to once in one million to once in ten 
million treatments.  
A 2009 study of 100 million person-years found “no 
evidence of excess risk of stroke associated with 
chiropractic care compared to primary care.” If you have 
any questions about this please ask the doctor. We 
would be happy to discuss other options and answer any 
other questions.  
A thorough health history and tests will be performed on 
me to minimize the risk of complication from treatment 
and I freely assume these risks.   
 
Treatment Results 
I also understand that there are beneficial effects 
associated with these treatments including (but not 
limited to) decreased pain, improved mobility and 
function, and reduced muscle spasm. However, I 
appreciate there is no certainty that I will achieve these 
benefits.  
I realize that the practice of medicine as well as 
chiropractic, is not an exact science and I acknowledge 
that no guarantee has been made to me regarding the 
outcome of these procedures.    
 
Alternative Treatments Available 
 
Medications: I am aware that, while there are benefits, 
long-term use or overuse of medication is a cause for 
concern. Drugs can mask pathology, produce 
undesirable side-effects, and could lead to addiction. 
Some medications, especially combined with others, may 
involve serious risks. We cannot advise you regarding 
any medications. Please consult your M.D. 
Surgery: Surgery may be necessary for conditions such 
as joint instability or serious disk rupture. Surgical risks 
include unsuccessful outcome, complications, pain or 
reaction to anesthesia, and prolonged recovery. The 
doctor will point you towards his network of surgeons that 
he trusts the most.  
Non-Treatment: I understand the potential risks of 
refusing or neglecting care may include increased pain, 
scar formation, restricted motion, nerve damage, and 
worsening pathology. The aforementioned may 
complicate treatment, making future recovery and 
rehabilitation more difficult and lengthy. 
I have read or have had read to me the above 
explanation of chiropractic treatment. I am satisfied with 
the explanation and do not need any further information 
prior to my treatment. I have made my decision 
voluntarily and freely. To attest to my consent to these 
examination and treatment procedures, I hereby affix my 
signature to this Informed Consent document. 
 
_____________________________________________
Patient’s Signature                                                  Date 
 
I discussed the procedures, alternatives, and risks with 
the patient. 
 
_____________________________________________
Doctor’s Signature                                                   Date 


