
Plum Creek Chiropractic PA 
Dr. Cynthia Shepard, 24875 Panama Ave. Elko, MN 55020 

952-461-3675 

Name: _______________________________________ Date: ________________ 
Reason for visit: _______________________________________________________________________________ 
When did your symptoms begin?____________________ Have you previously had similar symptoms? Y   N 
Have your symptoms changed in any way? Y   N   If so, how? __________________________________________ 
Does anything make your symptoms better? _________________________________________________________ 
Does anything make your symptoms worse? ________________________________________________________ 
Do they interfere with: work sleep daily routine recreation other: ____________________________ 
What is your opinion about the cause? _____________________________________________________________ 
Have you seen any other providers for this condition? 
 Provider Treatment Given Helpful? Treatment dates 
 ____________________ ____________________________________   Y  N ___________________ 
 ____________________ ____________________________________   Y  N ___________________ 
Are you in pain?  Y   N Describe the location: ________________________________________________ 

 

Mark an X on the picture to show where you 
feel pain. 

What does the pain feel like? (circle all that 
apply) 
sharp burning stabbing dull achy sore 

weak throbbing tender numb tingling shooting tight cramping 
pulling surface deep constant comes and goes 

Rate your pain intensity (0=No pain, 10=Excruciating pain) 
  <0-----1-----2-----3-----4-----5-----6-----7-----8-----9-----10> 
Activities that are painful to perform: sitting walking bending lying down other: _________ 
Past Health History 
Have you had chiropractic care before? Y  N   Name of Doctor: _______________________________________ 
When was your last visit? _____________________ 
Date of last: Physical exam ____________ Spinal x-ray ____________ Blood test____________ 
 Spinal exam ____________ Chest x-ray ____________ Urine test____________ 
 Dental x-ray ____________ MRI, CT-scan, Bone scan____________ 
Discuss important results of these tests: ___________________________________________________________ 
List any major surgeries or illnesses: ______________________________________________________________ 
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Have you ever been hospitalized? Y  N If so, when __________________________________________________ 
Do you have any allergies? Y  N If so, list _________________________________________________________ 

CONDITIONS Check conditions you have or have had in the past: 

Do you have a family history of: Heart Disease Lung Disease Diabetes Cancer Depression 
Birth History (Please try to obtain this information, it can be important for your care.) 
Did your mother have a difficult pregnancy with you? Y  N 
Describe: ___________________________________________________________________________________ 
Did your mother have any falls, accidents, or physical injuries during pregnancy?  Y  N 
Describe: ___________________________________________________________________________________ 
Was your delivery difficult? Y  N 
Check all that apply:  suction forceps “c” section cord around the neck breech  
 drug induced pain medications prolonged labor 
While pregnant with you, was your mother regularly taking any:  medications alcohol  or smoking? 
During your delivery, was your mother: conscious semiconscious unconscious 
Are there any chemicals your mother may have been exposed to during her pregnancy? Y  N 
Describe: ____________________________________________________________________________________ 
My birth was at: home birthing center hospital 
Were you full term? Y  N Were you incubated or isolated after birth?  Y  N 
Vehicular accidents 
Have you, even as a passenger or if you were fine, been involved in a moving vehicle collision or near collision? 
Please list approximate dates and severity: mild, moderate or extreme. 
Automobile: _________________________________________________________________________________ 
Bus, Motorcycle: _____________________________________________________________________________ 
Bicycle, Rollerblades, etc: ______________________________________________________________________ 

! AIDS 
! Alcoholism 
! Anemia 
! Anorexia 
! Appendicitis 
! Arthritis 
! Asthma 
! Bleeding 
Disorders 
! Breast Lump 
! Bronchitis 
! Bulimia 
! Cancer 
! Cataracts 
! Chemical 
Dependency

! Chicken Pox  
! Diabetes 
! Emphysema 
! Epilepsy 
! Glaucoma 
! Goiter 
! Gonorrhea 
! Gout 
! Heart Disease 
! Hepatitis 
! Hernia 
! Herpes 
! High Cholesterol 
! HIV Positive

! Kidney Disease  
! Liver Disease 
! Measles 
! Migraine Headaches 
! Miscarriage 
! Mononucleosis 
! Multiple Sclerosis 
! Mumps 
! Osteoporosis 
! Pacemaker 
! Pneumonia 
! Polio 
! Prostate Problem 
! Prosthesis

! Rheumatoid 
Arthritis  
! Rheumatic Fever 
! Scarlet Fever 
! Stroke 
! Thyroid Problems 
! Tonsillitis 
! Tuberculosis 
! Tumors, Growths 
! Typhoid Fever 
! Ulcers 
! Vaginal Infections 
! Venereal Disease 
! Whooping Cough 
! Other 
_____________
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General Physical Trauma 
Have you ever been knocked unconscious?  Y  N 
Describe: ____________________________________________________________________________________ 
Have you ever broken any bones? Y  N 
Describe: ____________________________________________________________________________________ 
Have you ever had any impacts or falls that you felt specifically may have injured your head or spine or that 
required recovery time? Y  N 
Describe: ____________________________________________________________________________________ 
Have you had extensive dental or orthodontic work performed? Y  N 
Describe: ____________________________________________________________________________________ 
Sports and Leisure 
Were you previously active in any particular sports or hobbies? Y  N 
Please list: ___________________________________________________________________________________ 
Are you currently active in any particular sports or hobbies? Y  N 
Please list: ___________________________________________________________________________________ 
Are there activities in which you spend any length of time in a particular position (TV, reading, musicians, etc.)?  
Describe: ___________________________________________________________________________________ 
During the day I: (circle all that apply) 
Sit Stand Walk Do phone work Drive Do mechanical work Do repetitive work Do heavy lifting 
Do you exercise?  Y  N What do you do? ______________________________________________________ 
How often? daily weekly monthly For how long? ______________minutes hours 
Do you use safety equipment like bike helmets, wrist guards and seat belts? Y  N 
Have you been hurt in any of these activities? Y   N 
Describe: ___________________________________________________________________________________ 
Do you wear arch supports orthotics heel lifts? 
How much sleep do you get? __________hours/night Do you sleep on your: side back stomach? 
Chemical Exposure 
Did you or do you work with any chemicals or in a place with fumes, dust or smoke for long periods? Y  N 
Describe: __________________________________________________________________________________ 
Please indicate any medications you have taken in the past by circling P, or if you are currently taking it circle C.   
Allergy/Cold/Flu P C Aspirin/Tylenol/Ibuprofen P C Laxatives P C 
Antacids P C Birth Control Pills P C Lithium P C 
Anti-anxiety P C Blood pressure meds P C Pain medications P C 
Antibiotic P C Cortisone P C Pep pills/Stimulants P C 
Antidepressant P C Diabetic medications P C Recreational P C 
Antifungal P C Heart medications P C Relaxant/Sleeping pills P C 
Anti-inflammatory P C Hormones P C Thyroid medications P C 
Anti-parasitic(worms) P C Insulin P C Ulcer medications P C 
Other P C List:____________________________________________________________  
What immunizations have you received? _________________________________________________________ 
Are you now or have you ever used tobacco products? Y  N What types do you use? __________________ 
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Packs/tins per day _______for how many years __________  
Dietary Choices 
Approximately how much do you consume of each food item per day? 
Fresh fruit _______ Fresh vegetables _______ Canned fruit _______ Canned vegetables _______ 
Fresh fish _______ Canned fish _______ Seafood _______ Pork/Beef _______ 
Chicken  _______ Eggs _______ Whole grains _______ Diet food _______ 
Candy _______ Junk food _______ Fast food _______ Fried food _______ 
Do you take vitamins? Please list:_________________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________ 
Do you take herbs or homeopathy? Please list: _______________________________________________________ 
How many pats of  butter _______ margarine _______ spread _______ 
How many glasses of water _______ beer _______ wine _______ alcohol _______  
 carbonated drinks _______ juice _______ 
How many cups of regular coffee _______ decaf coffee _______ black tea _______  
 green tea  _______ herbal tea _______ 
How many slices of bread? __________ What kind of bread? __________________________________ 
Do you use salt  sparingly moderately freely 
What oils do you use in cooking? ____________________________________________________________ 
What foods if any disagree with you? _________________________________________________________ 
What is your favorite food? _________________________________________________________________ 
Do you have any food cravings?______________________________________________________________ 
Do you feel your food habits are:  excellent good fair poor    They are:  getting better getting worse 
I usually have: ___________bowel movements per day  Urination _________per day 
Amount of Stress 
Please indicate stress you have had in the past by circling P, or stress you are currently experiencing by circling C. 
Indicate the intensity of the stress by choosing mild, moderate, or extreme. 
 Mild Moderate Extreme Mild Moderate Extreme 
Childhood stress P C P C P C Work related stress P C P C P C 
School stress P C P C P C Stress of commuting P C P C P C 
Play or recreation P C P C P C Loss of loved one P C P C P C 
Family stress P C P C P C Major life change P C P C P C 
Stress of being sick P C P C P C Money stress P C P C P C 
Personal relationships P C P C P C Abuse P C P C P C 
Have you ever received professional help for any emotional or behavioral problems? Y  N 
Do you feel safe at home? Y  N 
Recent Health History 
Have you had any recent weight change (loss or gain)? Y  N Have you been trying to lose weight? Y  N 
Are you feeling unusually tired or fatigued? Y  N 
Have you had a recent abnormal temperature? Y  N 
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GENERAL SYMPTOMS Check symptoms you currently have or have had in the past year 

 

GENERAL 
! Bruise Easily 
! Chills 
! Confusion  
! Convulsions 
! Dental Problems 
! Depression 
! Dizziness 
! Fainting 
! Fever 
! Forgetfulness 
! Headache 
! Loss of Sleep 
! Muscle Jerking 
! Nervousness 
! Numbness or 
Tingling 
! Paralysis 
! Sweats 

GENITO-URINARY 
! Blood in Urine 
! Frequent Urination 
! Lack of Bladder 
Control 
! Painful Urination

GASTROINTESTIN
AL  
! Appetite Poor 
! Bloating 
! Bowel Changes 
! Constipation 
! Diarrhea 
! Excessive Hunger 
! Excessive Thirst 
! Gas 
! Hemorrhoids 
! Indigestion or 
Heart Burn 
! Nausea 
! Rectal Bleeding 
! Stomach Pain 
! Vomiting 

CARDIOVASCULA
R 
! Chest Pain 
! High Blood 
Pressure 
! Irregular Heart 
Beat 
! Low Blood 
Pressure 
! Poor Circulation 
! Rapid Heart Beat 
! Swelling of Ankles 
! Varicose Veins

E,E,N,T 
! Bleeding Gums 
! Blurred Vision 
! Crossed Eyes 
! Difficulty 
Swallowing 
! Double Vision 
! Earache or 
Discharge 
! Hay Fever 
! Hoarseness 
! Loss of Hearing 
! Nosebleeds 
! Persistent Cough 
! Ringing in Ears 
! Sinus Problems 
! Vision - Flashes 
! Vision - Halos 

SKIN 
! Bruise Easily 
! Hives 
! Itching 
! Change in Moles 
! Rash 
! Scars 
! Sores That Won’t 
Heal

MEN only 
! Breast Lump 
! Erection 
Difficulty 
! Lump in Testicles 
! Penis Discharge 
! Sore on Penis 
! Other 
___________ 

WOMEN only 
! Abnormal Pap 
Smear 
! Breast Lump 
! Hot Flashes 
! Menstrual Pain 
! Menstrual 
Spotting 
! Nipple Discharge 
! Painful 
Intercourse 
! Vaginal Discharge 
! Other 
___________ 
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For Women Only: 
Are you still menstruating? Y  N Date of most recent menstruation: ________________ 
Date of last pap smear: ____________ Have you had a mammogram? Y  N Are you pregnant now? Y  N 
Age of first menses: _______ Number of pregnancies: _______ Number of children: _______ 
How were your pregnancies? ____________________________________________________________________ 
How were your deliveries? ______________________________________________________________________ 
Age of last menses: ________ Reason: _____________________________________________________ 



Rate your health: 
 (Low)0-----1-----2-----3-----4-----5-----6-----7-----8-----9-----10(High) 

Family	Health	History	(Parents	and	Siblings)  	

Is there anything else you feel I should know which has not been discussed? 
Thank you for taking the time to help me understand your health. 
Doctors notes: 
BM:_______________________________________________________________________________________ 
                                                                                                                                                                                    _ 
SLEEP:_____________________________________________________________________________________ 
EXERCISE:__________________________________________________________________________________
____________________________________________________________________________________________
BREAKFAST_________________________________________________________________________________               
LUNCH______________________________________________________________________________________
DINNER_____________________________________________________________________________________
SNACKS_____________________________________________________________________________________ 

AVOIDED FOODS____________________________________________________________________________ 
TOBACCO___________________________________________________________________________________ 

Arthritis	 Drug	Addiction Mental	Illness Other

Asthma		 Eating	Disorder Mental	Handicap

Alcoholism	 	 Genetic	Disorsder Migraine	Headaches

Alzheimers	 Glaucoma Neuroligical	Issues

Cancer	 	 Heart	Disease Obesity

Depression	 Infertility Stroke

Diabetes	 Learning	Disabilities Suicide
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RECREATIONAL DRUGS______________________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________ 
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Plum Creek Chiroprac!c PA
Dr. Cynthia L. Shepard

24875 Panama Ave. Elko, MN. 55020
Phone: 952-461-2975      Fax: 952-461-3675 

Confidential Patient History 

Today’s Date: __________________ 

Name: ________________________________ Name you would like to be called: ______________________ 
Address: __________________________________________________________________________________ 
                                           Street                                                                            City                                                       State                                 Zip 
Home Phone: _____________________________    Business Phone: __________________________________  
Cell Phone: ______________________________     Email: __________________________________________ 
Date of Birth: _____/______/______   Age: ______  Gender:  M   F     Social Security # ___________________ 
Current Lifestyle Status (circle one)  Single    Married    Living w/ Partner     Separated     Divorced     Widowed 
Name of Significant Other: ________________________________ 
Number of Children: ______  Their Names and Ages: ______________________________________________ 
Employer: ________________________________  Employed: full-time  part-time  Student: full-time  part-time 
Employer Address:__________________________________________________________________________ 
                                           Street                                                                            City                                                       State                                Zip 
Job Description: __________________________________ 

How did you hear about our office? _____________________________________________________________ 

Reason(s) you are consulting our office: (check all that apply) 
❑ I have a specific problem and want help with eliminating this problem. 
❑ I am willing to participate in strategies to ensure the problem does not return. 
❑ I want to learn about what I can do to improve my general health. 
❑ I have no current symptoms. I am here for wellness care and to improve my overall level of health. 

Payment is expected at the time of service. Exceptions include Auto Accident, and Worker’s Compensation. 
Please check the appropriate box: 
❑ Cash or check 
❑ Auto Accident 

I understand and agree that health and accident insurance policies are an arrangement between my insurance 
carrier and me.  Furthermore, I understand that the staff at Plum Creek Chiropractic PA will prepare any 
necessary reports and forms to assist me in making collections from the insurance company and that any amount 
authorized to be paid directly to Plum Creek Chiropractic PA will be credited to my account upon receipt. 
I understand and agree that all services, supplements, or other items rendered me at Plum Creek Chiropractic 
PA are charged directly to me and that I am personally responsible for payment. 
I understand and agree that if I suspend or terminate my care and treatment, any fees for professional services 
rendered me at Plum Creek Chiropractic PA will be immediately due and payable. 

Patient Signature: __________________________________________   Date: ________________________



Family	Health	History	(Parents	and	Siblings)	

   

Arthritis	 Drug	Addiction Mental	Illness Other

Asthma		 Eating	Disorder Mental	Handicap

Alcoholism	 	 Genetic	Disorsder Migraine	Headaches

Alzheimers	 Glaucoma Neuroligical	Issues

Cancer	 	 Heart	Disease Obesity

Depression	 Infertility Stroke

Diabetes	 Learning	Disabilities Suicide



Plum Creek Chiroprac0c PA 
Dr. Cynthia L Shepard

Pa#ent Health Informa#on Consent Form 

We want you to know how your Pa#ent Health Informa#on (PHI) is going to be used in this 
office and your rights concerning those records. Before we will begin any health care 
opera#ons, we must require you to read and sign this consent form sta#ng that you understand 
and agree with how our records will be used. If you would like to have a more detailed account 
of our policies and procedures concerning the privacy of your Pa#ent Health Informa#on, we 
encourage you to read the HIPAA NOTICR that is available to you at the front desk before signing 
this consent. 

1. The pa#ent understands and agrees to allow this chiroprac#c office to use their Pa#ent 
Health Informa#on (PHI) for the purpose of treatment, payment, healthcare opera#on 
and coordina#on of care. As an example, the pa#ent agrees to allow this chiroprac#c 
office to submit requested PHI to the Health Insurance Company (or companies) 
provided to us by the pa#ent for the purpose of payment. Be assured that this office will 
limit the release of all PHI to the minimum needed for what the insurance companies 
require for payment. 

2. The pa#ent had the right to examine and obtain a copy of his or her own health records 
at any #me and request correc#ons. The pa#ent may request to know what disclosures 
have been made and submit in wri#ng any further restric#ons on the use of their PHI. 
Our off ice is not obligated to agree to those restric#ons.  

3. A pa#ent wriPen consent need only be obtained one #me for all subsequent care given 
the pa#ent in this office. 

4. The pa#ent may provide a wriPen request to revoke consent at any #me during care. 
This would not affect the use of those records for the care given prior to the wriPen 
request to revoke consent but would apply to any care given aRer the request has been 
presented.  

5. For your security and right to privacy all staff had be trained in the area of pa#ent record 
privacy and a privacy official has been designated to enforce those procedures in our 
office. We have taken all precau#ons that are known by this office to assure that your 
records are not readily available to those who do not need them.  

6. Pa#ents have the right to file a formal complaint with our privacy official about any 
possible viloa#ons of these policies and procedures. 

7. If the pa#ent refuses to sign this consent for the purpose of treatment, payment and 
health care opera#ons, the chiroprac#c physician had the right to refuse to give care.  

I have read and understand how my pa#ent Health Informa#on will be used and I agree to these 
policies and procedures. 

Name of Pa#ent      Date



Plum Creek Chiroprac!c P.A.
Dr. Cynthia L. Shepard 

24875 Panama Ave.  
Elko, Mn. 55020 

952-461-3675 

Policies and Procedures 
New Conditions: 

If a new condition occurs during the course of your regular treatment program, which is 
brought on by an accident, on the job injury, personal injury, or a new unrelated illness, 
please let me know immediately. An examination will be scheduled and the proper forms 
completed. We may need additional information regarding insurance, etc. 

Payment of Bills: 

Our policy is that patients pay for service at the time of service. If you wish to submit this 
to insurance, we will provide you with the paperwork necessary to do so. 

Office Hours: 

Monday and Wednesday 8:00am to 6:00pm. Friday 2:00 – 4:00, and Saturdays by 
appointment only. 

Diet and Food Supplements: 

Diet and food supplements should be taken as recommended. Any problem with these 
recommendations should be communicated with Dr. Shepard. We do not prescribe, 
however, we will make recommendations to help speed your recovery. 

Missed Appointment Policy: 

With the exception of unexpected emergencies, we require that you notify us at least 24 hours in 
advance of a schedule conflict. Missed appointments without a 24-hour notice will be charged 
$30.00. If you should become ill, please come to your scheduled appointment, as chiropractic 
care will boost your recovery.  

I have read and understand the previous information: 

Signature: ______________________________________________________Date _________ 













Plum Creek Chiropractic PA
Dr. Cindy Shepard

952-461-3675 www.plumcreekchiro.com
Child's Name (last, first. middle): __________________________________________ 
Mother's Name (last, first. middle): 

_____________________________________________________________________________________ 
Father's Name (last, first, middle): 
______________________________________________________________________________________

Address: 

_______________________________________________________________________________________________________

__

Home Phone: __________________ Mother’s work phone: ________________________Fathers Work phone: 

_________________________

Cell Phone__________________________________ 

email_________________________________________________________________ 
Date of Birth: _____ / / Age: ________________ 
Gender:  M  F  Social Security_________________________________________
Number of Siblings: _________________________________ 

Type of Birth:  Normal vaginal Suction
         Drug Induced Pain Meds

Birth Weight: __________
Birth Length: _____ 
Current Weight_________ _ 
Current Length____________
Forceps 

Prolonged labor 
Hospital 
Breech. 

Short labor
Problems during pregnancy  
Problems during labor/de1ivery:  
APGAR Scores: _ 
Congenital anomalies/defects: __________________________________________ 
Infant feeding: Breast 
Birthing Center 
Was there presence at birth of Jaundice (yellow) Cyanosis (blue) 
Bottle 
Formula Other
Number of hours child sleeps per night: ________
Obstetrician/Midwife (name, phone number) ________________________________________________________________ 
Pediatrician/Family MD (phone number): ____________________________________________________________________
Date of last visit to MD: _______________________Purpose: _________________________________________________________
Immunization History________________________________________________________________________________________ 



Has your child ever been treated on an emergency basis: Yes No 
Describe________________________________________________________________________________________________
_____________________________________________________________________________________________________
Quality of sleep: Good ___Fair _____Poor ____
Naps: _ 

-------------------------------------
---------+------------------------ 

Authorization for Care of a Minor 
I hereby authorize this clinic and its doctor(s) to administer care as they SO deem necessary to my son/daughter/ward. 
Signed: ______________________________ Witnessed: ___________________ Date: _ 
I realize that I am responsible for all fees charged by this clinic and that I will pay for all services as they are performed. 
X-rays remain the property of this clinic. 

Signature: ___________________________________________ Date: _____________________________________
Pregnancy/
History:____________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
_________________________________________________________________________________________
Delivery/
BirthHistory:________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________
Accidents/
Injuries____________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________
Surgeries___________________________________________________________________________________________
_________________________________________________________________________________________________
Medications:________________________________________________________________________________________
__________________________________________________________________________________________________
Supplements________________________________________________________________________________________
__________________________________________________________________________________________________
Family History of (circle all that apply): Heart Disease Lung Disease Diabetes Cancer Depression
Other: ___________________________________________________________________________________________
Developmental History; At what age did this child:
Respond to Sound: _________ Follow an object with eyes: ________ Hold Head up: ___________ Sit Alone: 
____________
Crawl: __________ Stand: ________________ Walk Alone: _______________
Childhood diseases (with approximate age)
Chicken Pox: ____________ Rubella: __________________ Mumps: _____________________Measles: 
_______________
Whooping Cough: _______________ Other: ________________

Has this child ever suffered from?

Dizziness Backaches Heart Trouble Chronic Earaches Diabetes Tuberculosis

Hypertension Colds/Flu Arthritis Headaches Asthma Allergies

Neuritis Sinus trouble Constipation Diarrhea Anemia Digestive Disorders

Poor Appetite Hyperactivity Bed Wetting Convulsions Paralysis Rheumatic Fever

Fainting Walking Problems Broken Bones Neck Problems Arm Problems Leg Problems

Growing Pains Joint Problems Behavioral Problems



Present History:
Does anyone in your house smoke?  Yes   no
What are this child’s favorite foods? 
______________________________________________________________________
What is this child’s typical diet?  ________________________________________________________________________
__________________________________________________________________________________________________
Number of Bowel Movements a day? ____________ Number of urinations a day? _______________________
Is there anything else I should know? 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________


