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Everyday Alignment Intake Form 

Basic Information 
Name: ____________________________________________________________________________________________________________________________ 

Date of Birth: _______________________  Phone: _____________________________  Email: _____________________________________________ 

Occupation: __________________________________________________________________________  Work Hours/Week: ___________________ 

Emergency Contact Name & Phone: ___________________________________________________________________________________________ 

What Brings You In 
Primary concern or reason for visit: 

____________________________________________________________________________________________________________________________________ 

When did it begin? 

☐ Today  ☐ Within the last week  ☐ Within the last month  ☐ More than a month ago 

If known, what triggered or contributed to its onset? 

____________________________________________________________________________________________________________________________________ 

Describe the sensation: 

☐ Achy  ☐ Sharp  ☐ Dull  ☐ Tingling  ☐ Burning  ☐ Numb  ☐ Other: _____________________________________________________ 

Frequency: ☐ Constant  ☐ Comes and goes  ☐ Only with specific activity/posture 

Progression: ☐ Getting worse  ☐ Getting better  ☐ Staying the same 

Does it radiate? ☐ Yes: __________________________________________________________________________________________________  ☐ No 

Experienced before? ☐ Yes: When? ____________________________________________________________________________________  ☐ No 

What helps? _____________________________________________________________________________________________________________________ 

What aggravates it? _____________________________________________________________________________________________________________ 

Other treatments tried? ☐ Yes: _________________________________________________________________________________________  ☐ No 

Pain intensity (0-10): ____________________ / 10 

Your Body’s Rhythms 
Feeling Safe and Grounded 

☐ I feel grounded and safe  ☐ I feel scattered or tense  ☐ I need support orienting to my body 

Sensation and Flow 

☐ I notice sensations clearly  ☐ I feel stuck or disconnected  ☐ Movement or breath helps me reconnect 

 



EA CASE HISTORY FORM UPDATED 07/20/26 

 

Processing and Clarity 

☐ I process emotions easily  ☐ I carry unprocessed emotion  ☐ I feel clearer after crying, journaling, or being in 

nature 

Health & History 
Relevant diagnoses, injuries, medications, or supplements: 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

Are you pregnant or postpartum? ☐ YES  ☐ NO  ☐ UNSURE 

Currently under care with other providers? ☐ YES  ☐ NO 

Nourishment + Lifestyle 

Do you eat regular meals? ☐ YES  ☐ NO 

Average sleep per night (hrs): ________________  Wake rested? ☐ YES  ☐ NO 

Do you move regularly? ☐ YES  ☐ NO 

Do you enjoy your work or daily rhythm? ☐ YES  ☐ NO 

Resonance Inquiry 
One activity or feeling you'd love to return to: 

____________________________________________________________________________________________________________________________________ 

Current goals or desires for your body and being: 

____________________________________________________________________________________________________________________________________ 

Therapies of Interest 

☐ Chiropractic  ☐ Nutrition  ☐ Emotional Support  ☐ Breathwork ☐ Energy Therapy 

☐ Herbal / Supplement Guidance ☐ Meditation / Stillness  ☐ Movement / Somatics 

 

Name_______________________________________________ Signature______________________________________________ Date_______________ 
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Everyday Alignment Informed Consent 

 

The state of Michigan requires every patient to be informed of the risks of treatment and the alternatives to 

treatments prior to the beginning of care. We intend this consent form to cover the entire course of treatment for 

your present condition and for any conditions for which you see treatment at this clinic. 

The nature of chiropractic treatment. The doctor will use her/his hands or mechanical device in order to 

adjust/manipulate your joints. You may hear a audible sound, similar to when a knuckle is "cracked" and you may 

feel movement of the joint. Various ancillary procedures, such as hot/cold packs, cupping, topical analgesic with 

essential oil, nutrition, traction, exercise and stretching instruction may also be used. 

Possible risks and probability. There are inherent risks in my and all treatment derived by any health care 

provider ranging from taking a single aspirin to a complicated brain surgery. Chiropractic care is no exception. 

Although we take every precaution, there are indeed some slight risks to chiropractic adjustments/manipulations. 

The risk is very minor to non-existent in any treatment of the extremities. A list from the least to the most serious 

would include muscular strain (rare), ligamentous sprain (rare), fractures (rare), and injury to the intervertebral 

disc, nerves or spinal cord (very rare). The risk involved in the treatment of the neck would include any of the 

preceding list but also include the remote possibility of cerebrovascular injury, or stroke (very rare; incident rate is 

one in ten million). A minority of patients may notice stiffness or soreness after the first few days of treatment 

(common). The ancillary procedures could produce skin irritations or other minor complications (rare). 

Other treatment options, not provided by this clinic, which could be considered, may include the following: 

Over-the-counter analgesics. The risks of these medications include irritations to the stomach, liver and kidneys 

and other side effects in a significant number of cases. 

Medical care, typically anti-inflammatory drugs, tranquilizers and analgesics. Risks of these drugs include 

numerous undesirable effects, usually more serious than those listed above and patient dependence in a significant 

number of cases. 

Surgery in conjunction with medical care adds the risks of adverse reactions to anesthesia (which include death), 

as well as extended convalescent period in a significant number of cases. 

Risks of remaining untreated. Delay of treatment allow formation of adhesions, scar tissue and other 

degenerative changes. These changes can further reduce skeletal mobility and include chronic pain cycles. It is 

quite probable the delay of treatment will complicate the condition, and make further rehabilitation more difficult. 

Concerns or questions, please ask Dr. Jasmine Hornberger. The staff at Everyday Alignment have gone great 

lengths to make your health and safety a top priority. Dr. Jasmine will be glad to discuss any concerns about your 

treatment protocol. Suffice to say, we will only recommend treatment for you that we would feel comfortable 

having performed on ourselves. 

I have read the above explanation of chiropractic care. I also had the opportunity to ask questions and have them 

answered to my satisfaction. I have fully evaluated the risks and benefits of undergoing treatment. I have freely 

decided to undergo the recommended treatment, and hereby give my full consent to treatment. 

 

Printed Name________________________________________ Signature____________________________________________ Date______________  
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Financial Responsibilities 

 

Thank you for choosing Inspired Health Chiropractic as your healthcare provider. 

We are honored by your choice and are committed to providing you with the highest quality healthcare. We ask 

that you read and sign this form to acknowledge your understanding of our patient financial policies. 

Patient Financial Responsibilities:  

• The patient (or patients guardian, if a minor) is ultimately responsible for the payment for treatment and care. 

• We are pleased to assist you by billing our contracted insurers. However, the patient is required to provide us 

with the most correct and updated information about their insurance, and will be responsible for any changes 

incurred if the information provided to us in not correct or updated. 

• Patients are responsible for co-pays, co-insurance, deductibles, and all other procedures or treatment if not 

covered by their insurance plan. 

• All payments are due at time of service, and for your convenience, we accept cash, check, and most major credit 

cards. 

• Patients may incur, and are responsible for the payment of additional charges. These charges may include (but 

are not limited to): 

o Charge for missed appointments without 24 hours advance notice 

o Charge for after-hours appointments including diagnosis, treatment etc. 

o Charge for copying and distribution of your records 

o Any costs associated with collection of patient balances 

 

I have read, understand, and agree to the provisions of this Patient Financial Responsibility Form: 

Signature of patient or guardian _____________________________________________________________________ Date____________________ 


