
Chiropractic Wellness Center - Dr. MarcTerebelo
30555 Southfield Rd. Ste 155, Southfield, Ml 48076

Phone: (248) 593-8282 Fax: (248) 593-8284

Patient Information

Date:

Preferred Name:Name: Age:

Date of birth: Gender

Marital Status:

Spouse/Partner name:
Number of Children:

Address:

City: Zip:State:

Phone: (HOME): (CELL): .(WORK):,

EMAIL ADDRESS:

How do you prefer to be reached? □ Home Phone nCell □ Work Phone □ Email address

Employer:Occupation:

Who can we thank for referring you?

Phone#:Primary Care Physician:
May we contact your PCP regarding your care? YES NO

Guarantor (if different than patient)
Name: Phone#:.Relationship:

Phone#:Emergency Contact Name:

□ Health Insurance □ Auto CarrierWho is responsible for your bill? □ Yourself □ Spouse

□ Other (Explain)□ Medicare □ Workers Comp



Chiropractic Wellness Center - Dr. MarcTerebelo

30555 Southfield Rd. Ste 155, Southfield, Ml 48076

Phone: (248) 593-8282 Fax: (248) 593-8284

Patient Name: Date:

1. What Is your chief complaint:

2. How would you describe the type of pain?

D Sharp □ Numb

□ Dull □ Tingiy

□ Diffuse □ Sharp with motion

□ Achy □ Shooting with motion

□ Stabbing with motion□ Burning

□ Shooting o Electric-like with motion

□ Stiff □ Other

Who else have you seen for this problem?3.

□ Chiropractor □ Neurologist □ Primary Care Physician

D Orthopedist o Massage Therapist□ ER Physician

□ Physical Therapist □ Other o No One

How long have you had this problem?4.

WeightHeightWhat is your;5.

What type of exercise do you do?6.

o Light □ None□ Moderate□ Strenuous



Chiropractic Wellness Center - Dr. Marc Terebelo
30555 Southfield Rd. Ste 155, Southfield, Ml 48076

Phone: (248) 593-8282 Fax: (248) 593-8284

7. For each of the conditions listed below, place  a check In the "past" column if you have had the
condition In the past. If you previously and presently have a condition listed below, place a

check in the "past and present" column. If you only presently have a condition listed below,
place a check In the "present".

Condition ConditionPast Present Past Present

Kidney Disorders/StonesHeadaches

Neck Pain High Blood Pressure

Upper Back Pain Heart Attack

Mid Back Pain Chest Pains

StrokeLow Back Pain

Shoulder Pain Angina
Elbow Pain Diabetes

Wrist/Hand Pain Epilepsy
Prostate ProblemsLeg Pain
Bladder InfectionKnee Pain

Hip Pain Systemic Lupus
Bladder ControlEpilepsy

Gall Bladder Issues Depression
Visual Disturbance Anxiety

Drug/Alcohol Use Arthritis

Smoking Cancer

Allergies Tumor

AsthmaJaw Pain

Hepatitis (Any)Birth Control

Ulcers Pregnancy
Gastric RefluxDizziness

HIV/AIDS Memory Loss

8. List all nutritional supplements you are currently taking:

9. List all surgical procedures you have had:

10. Have you ever been hospitalized?

If yes, please describe why and the date of hospitalization:

□ YES □ NO

11. Anything else pertinent to your visit today?



Name: Date:

PAIN DIAGRAM

On the diagrams below mark where you are experiencing pain, right now. Use

the letters below to indicate the type and location of your sensations.

Key: A-ACHE
P - PINS & NEEDLES

B - BURNING
S - STABBING

N-NUMBNESS
O- OTHER

V

'i

it

\/

1K

PAIN SCALE
Rate the severity of your pain by checking one box on the following scale.

Worst Possible
PainNo Pain

1097 864 531 20



Chiropractic Wellness Center 
Dr. Marc Terebelo 

30555 Southfield Rd Ste 155 Southfield MI 48076 

Informed Consent to Care 
You are the decision maker for your health care.  Part of our role is to provide you with information to assist you in making 
informed choices.  This process is often referred to as “INFORMED CONSENT” and involves your understanding and 
agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives and the 
potential effect on your health not to receive care. 

We may conduct some diagnostic or examination procedures if indicated.  Any examination or test conducted will be carefully performed but 
may be uncomfortable.  I understand that Chiropractic Wellness Center/Dr. Terebelo does not offer imaging services such as X-Ray or MRI 
studies on the premises due to the fact it is not necessary in most cases.  Should Dr. Terebelo determine imaging studies are needed,  you will 
be referred to an imaging center for the appropriate study to be read by trained radiologists and I will receive a copy upon request.

Chiropractic care centrally involves what is known as a “chiropractic adjustment”.  There may be additional procedures or 
recommendations as well.  When providing an adjustment, we use our hands or an instrument to reposition anatomical 
structures such as vertebrae.  Potential benefits of an adjustment include restoring normal joint motion, reducing swelling 
and inflammation of joints, reducing joint pain and improving neurological functioning and overall wellbeing.  

It is important that you understand as with all health care approaches, results are not guaranteed and there is no promise 
to cure.  As with all types of healthcare interventions, there are some risks of care including but not limited to muscle 
spasm, aggravation and or temporary increase in symptoms, lack of improvement of symptoms, burning or scarring from 
hot or cold packs, bone fractures, disc injuries, strokes, dislocations, strains and sprains.  With respect to strokes, there is 
a rare but serious condition know as “arterial dissection” that typically is caused by a tear in the inner layer of an artery 
that may cause the development of a thrombus (clot) with the potential to lead to a stroke.  The best available scientific 
evidence supports the understanding that chiropractic adjustments do not cause a dissection in a normal healthy artery.  
Disease processes, genetic disorders, medications and vessel abnormalities may cause an artery to be more susceptible 
to dissection.  Strokes caused by arterial dissections have been associated with over 72 everyday activities such as 
sneezing, driving and playing tennis.   

Arterial dissections occur in 3 to 4 of every 100,000 people whether they are receiving health care or not.  Patients who 
experience this condition often but are not always present to their medical doctor or chiropractor with neck pain and 
headache.  Unfortunately, a percentage of these patients will experience a stroke. 

The reported association between chiropractic visits and stroke is exceedingly rare and is estimated to be related in one to 
one million to one and two million cervical adjustments.  For comparison the incidence of hospital admission attributed to 
aspirin use from major GI events of the entire upper and lower GI tract was 1219 events per one million persons a year at 
risk of death has been estimated as 104 per one million aspirin users. 
It is also important that you understand there are treatment options available for your condition other than chiropractic 
procedures.  Likely you have tried many of these approaches already.  These options may include but are not limited to 
self-administered care, over the counter pain relievers, physical measures and rest, medical care with prescription drugs, 
physical therapy, bracing, injections and surgery.  Lastly you have the right to have a second opinion and to secure other 
opinions about your circumstances and health care as you see fit. 

I have read or have read to me the above consent.  I appreciate that it is not possible to consider every possible 
complication of care.  I have also had an opportunity to ask questions about its content and by signing below I agree with 
the current or future recommendation to receive chiropractic care as is deemed appropriate for my circumstances.  I 
intend this consent to cover my entire course of care from the providers in this office for my present condition and for any 
future conditions for which I seek chiropractic care in this office. 

Patient Name _______________________________Signature ___________________________ Date______ 

Parent or Guardian __________________________ Signature ___________________________ Date______ 

Witness Name ______________________________ Signature ___________________________ Date______ 



Marc Terebelo DC 

30555 Southfield Rd Ste 155 

Southfield MI 48076 

 

 

Treatment Authorization and Payment Policy 

I understand and agree that health and accident insurance policies are an arrangement between 
the policy holder, the insurance provider and this office. Any authorized amount to be paid directly 
to this office will be credited to my account upon receipt for services rendered by this office. I 
understand and agree that all services rendered to me by this office are charged directly to me and 
that I am personally responsible for payment.  

Payment is expected upon services rendered pertaining to services received at your appointment. 
Our billing goes out monthly around the 15th of each month for any amounts owed. You will have 30 
days to submit your payment in full. We reserve the right to include a $25 late fee on all past due 
accounts plus a 2% fee added to the total owing that will continue until the amount owing is paid in 
full.  

******************** 

I authorize the doctor to examine and treat my condition as he deems professionally appropriate 
through the use of chiropractic, applied kinesiology and holistic health care. This is a holistic 
healthcare facility, and we will not be held responsible for any pre-existing medical diagnosed 
conditions nor any medical diagnosis.   

Your courtesy is requested when there is a need to cancel and reschedule your appointment. A 24-
hour notice is required when at all possible, for fairness to the doctor and our other patients. We 
reserve the right to charge you a $25 fee for continual disregard to this courtesy request.  

I agree to receive text messages pertaining to my appointments.  I understand that message and 
date rates may apply. ____________Initial here 

I agree to receive holistic health care information sent to my email from Dr. Terebelo which may be 
valuable towards my healthcare.  The frequency of which could be 3-4 times a year.  You may 
unsubscribe at any time.  ________Initial here 

 

 

Patient/Guardian Signature: ______________________________________ 

Today’s date: ____________________ 

  



Name: Weight:

Average Blood Pressure: —

Height:

Date:

1. List any medications that you are taking and the reason for it:

Medication Reasons for takingmedication

1

2. Do you like fish? Y/N If you answered yes, how often do you eat it per week/month?

What kind offish do you prefer to eat?

3. How often do you have meals outside your home per week?

4. Rate how mindful you are to include a green salad orfresh vegetables with each meal:

Not at all 12 3 4 5 6 7 S 9 10 always

5. Do you like to exercise? Y/N what do you do and how often?

Engage in Yoga? Y/N6. Do you stretch in the morning or evening? Y/N

7. How is your sweet tooth?

Under control 12345678910 It's a monster

Do you or have you ever smoked tobacco? Y/N8.

9. How many glasses of beer, wine or mixed drinks per week?

10. Do you consume organicfruits and vegetables in your home? If yes... please specify:

11. Do you have an interest in holistic health and learning on how to take care of your body?

Yes I am here for you to help me 12345678910 I take interest in articles or go online to

learn.




