
PATIENT INFORMATION 

First Name ___________________________ MI _____Last Name ___________________________________ 

Birth Date __________   Age _____       Sex: □Male □Female    Status:  □Married□ Single □Other 

Address: Street _____________________________  City _____________  State ___     Zip ______ 

E-Mail __________________________  Cell Phone: ____________________ Other Phone: ________________ 

Preferred Method of Communication_________________   Employer: _______________________  

Emergency Contact: ____________________ Relationship____________   Phone ___________________ 

PATIENT CONSENT & SIGNATURE 
By your signature below, you acknowledge that you have read and understand the information below, and that 
you have been offered / provided with this office’s HIPAA policies. If you have not viewed the HIPAA policies , 
this is of your own choosing. A photocopy or email of this document shall be considered as effective and valid 
as an original. Authorization may be denied or retracted by notifying the office manager. You authorize the 
doctor and his staff to release or request any information deemed appropriate to any third party payer, healthcare 
provider, legal guardian, or entity in order to process any claim for reimbursement or collection of charges 
incurred by you as a result of professional services and or products rendered; and hereby release the doctor of 
any consequences thereof or to continue or provide necessary information to assist in the treatment, 
management, or collection of/for your case or condition. (The last sentence says you give us permission to talk 
to whomever we need to – to help manage your bill or care.)  You authorize us to contact you via non secure 
unencrypted e-mail, fax, SMS, or instant messaging unless you check this box     . Your signature serves as 
receipt of “signature on file for the request of any records needed to facilitate your care or charges. If the above 
patient is a MINOR: you, being the parent, legal guardian or custodian, do hereby authorize, request and direct 
the facility and staff to perform examinations, diagnostic tests, and any treatment that in their judgment, is 
deemed clinically necessary. You confirm you have the authority to sign this form, and no other person is 
required before care can be given. You continue to give right of care for the minor until he/she has attained legal 
age. You acknowledge that you are wanting to be examined and/or treated by this office and give permission to 
perform the necessary test and exams, as well as treatments, required to accomplish this task. This form stands 
as notification that all procedures performed in a healthcare office, including this office, have a risk associated 
with their administration. As in all physical medicine/therapy clinics - known risk include, but are not limited to, 
the possibility of fracture, dislocation, soft tissue damage, stroke, or arterial dissection, which may be the result 
of testing and /or treatment. You are required to inform the staff of any communicable diseases (such as 
Hepatitis or HIV) as this office may utilize needles with acupuncture or blood draws. Acupuncture is generally 
safe, but may cause bleeding, damage to blood vessels and/or surrounding blood vessels, infection to the site of 
injection, or breaking of the needle leading to a need for surgical removal. In rare cases nerve damage and/or 
organ damage can occur. Our office uses the smallest acupuncture needles available and focuses treatment to 
your limbs and head (but may include other regions) to limit your exposure to risk. You are advised to request 
further information, and possible risk that may affect you specifically. Failure to disclose known personal or 
family health issues, even if you don't consider them relevant, may expose you to greater risk and acceptance of 
liability. You understand that you are financially responsible for any and all services provided at this office - 
regardless of effectiveness or outcome. Our office and staff are committed to providing all patients regardless or 
race, color, national origin, age, sex, disability or religious or political beliefs, quality healthcare services 
delivered with dignity and concern.   

Signature: X __________________________________________________Date:_____________________ 



History of Present Illness / Past Medical History 
What is your primary complaint(s) / reason for wanting care?_____________________________________ 

_________________________________________________________________________________________	
When did you symptoms start?_______________________________________________________________ 
How did your symptoms start? _______________________________________________________________ 
__________________________________________________________________________________________ 
What type of treatments have you already tried at home or with a doctor?  __________________________ 
__________________________________________________________________________________________	
When was your last Medical Visit? __________________    Where? ________________________________ 
When was your last Dental Visit? ___________________    Where? ________________________________ 
Last Physical Therapy / Chiropractic Visit?  __________    Where? ________________________________  

How has this impacted your life? Please place an "X" in the box that best describes your situation, or 
hand write in the empty space to the left.  

List any past Surgeries, Hospitalizations, or serious Injuries or Illnesses: 

Please list all Current Rx Medications and OTC medication or supplements. 

Please List any Family Health history and identify the person and the problem. 

                      What is your approximate: Height: ________      Weight: _________ 											 

What Therapy / Service are you wanting? (Please select ALL that apply):    
Acupuncture           Chiropractic         Postural Screen / Therapy          Wholistic Medicine Exam  
Diagnostic Blood Work     Imaging Order (Xray, MRI, CT)    Other:__________________________________ 

How long do you anticipate it will take to achieve an 80% improvement? __________________________ 

Pa#ent	Signature:	________________________________________			Date:____________	

Not	at	all Mildly	
Impacted

Moderate	
Impact

Significant	
Impact

Severe/Total	
Impact

Sleeping

Personal	Care	
	(washing,	dressing,	etc.)

Traveling	(driving,	etc.)

Work

Recreational	Activities

Lifting

Walking

Standing

Other (Please Describe):



History of Present Illness (HPI) 
1.) When did you symptoms start:  

_________________________________________________________________________________ 
2.) How did this condition occur: 

 _________________________________________________________________________________ 
3.) Describe your symptoms: 

_________________________________________________________________________________ 
 

4.) Draw where you have pain on the figures below.   
  

5.) How often do you experience your  
    symptoms?    
 Constantly (76-100% of the day)                  R                 L                 R                 R                 L                    L 
 Frequently (51-75% of the day) 
 Occasionally (26-50% of the day) 
 Intermittently (0-25% of the day) 

 
6.) Describe your symptoms.  
Sharp      Dull    Ache   Sore         
Numb       Burning   Tingling 
Shooting  Tight   Pins/Needles 

 
7.) How are your symptoms changing? 
 Getting Better       Not Changing       Getting Worse 

       None                                                                             Unbearable 
8.) How bad are your symptoms:       Now   

Worst 
 Best    Best 

     Average 
 

9.) How do your symptoms affect your ability to perform daily activities: 
_________________________________________________________________________________ 
 

10.) What makes your symptoms worse:  
_________________________________________________________________________________ 

 

11.) What makes your symptoms better: 
_________________________________________________________________________________ 
 

12.) Have you had similar symptoms in the past?        Yes       No 
If you have received treatment in the past for    Medical Doctor  Physical Therapist 
the same or similar symptoms, who did you see?  Chiropractor  Other: ______________ 

 
Patient Signature: ___________________________________________   Date:___________ 
 

QVAS: _____ 
(Staff Entry) 



Steven L Vanden Hoek, DC

Gerald B Vanden Hoek, DC

Medical Alternatives  
2201 S.  Brentwood Blvd., Suite 103 ~ Brentwood, MO 63144       

P:314-667-8864  F:314-717-0010

New Patient Instructions 

TIME: 
Thank you for allowing us to help you achieve your health goals.  Your first visit 
(consult, exam, and therapy) will take between 30 - 60 minutes depending on your 
particular issues.  Paperwork takes between 10-20 minutes, so please try to show up 
early or have it done before your visit.  If you need help filling it out, please let us know 
so we can assist you.   

CLOTHING: 
Please wear loose fitting clothes.  A tank top undershirt will often help if we are 
working on your neck, shoulder, or upper back.  Shorts or sweat pants will often help if 
we are working on your back, hips, or knees.  Please try not to put on any lotion within 
two hours of your appointment.  We do have gowns and shorts in the office if you 
forget, so don't worry too much. 
 
LOCATION: 
We are located off 
Brentwood Blvd between 
I-64 and Manchester Road 
in Brentwood, MO at the 
intersection of Moritz Ave. 
and Brentwood Blvd. - 
Directly across from Mobile 
On The Run.  Parking is 
behind the building and 
accessed from Moritz Ave. 
We are located in the lower 
level.   There is a North side 
wheelchair accessible 
entrance, and a South side  
entrance with 6 steps down.  

DOCTORS: 
As the doctors often co-treat 
to ensure that you get the 
best care possible. our treatment room has an open format.  This allows the Doctor’s to 
easily assist each other.  We do have a private room available for therapy and/or 
acupuncture that requires gowns or exposed skin areas.  

Sincerely, 

Steven L Vanden Hoek, DC, FASA

Coming from Manchester

Coming from 40/I-64


