
Cornerstone Family Chiropractic Inc. PS  Dr. Lisa M. Ilyankoff 
13128 Totem Lake Blvd. NE  #104, Kirkland, WA  98034   (425) 814-2045 

Cornerstone Family Chiropractic Inc. PS 
Thank you for choosing our practice for your Chiropractic needs. If you have any questions or concerns, do not 

hesitate to ask for assistance.  We will be happy to help!  Please print clearly and fill in completely. 

Adult/Teen Intake 
Name _________________________________________Nickname _________________Date ________________ 

Home Address____________________________________________________________ Apt. #________________ 

City____________________________________________________________ State_______ Zip_______________ 

Home Phone___________________Cell Phone_____________________Email_____________________________ 

Date of Birth______________ Age_____  Male   Female    Single   Married   Divorced   Widowed  

Race (Circle one):  American Indian or Alaska Native / Asian / Black or African American / White (Caucasian)  

    Native Hawaiian or Pacific Islander / Other / I decline to answer 

Ethnicity (Circle one):  Hispanic or Latino / Not Hispanic or Latino / I decline to answer 

Employer____________________________________________________Occupation_______________________ 

Name of Spouse_____________________________________Spouse’s Birth Date __________________________ 

Person to contact in case of Emergency: ____________________________________Phone ___________________  

Medical Doctor Name and Clinic__________________________________________Phone___________________ 

Whom may we thank for referring you?_____________________________________________________________ 

Have you ever been to a Chiropractor before? Yes No If yes, Doctor’s Name ____________________________ 

Date of last Chiropractic Visit________________________Reason for Care ________________________________ 

Date of last Chiropractic X-rays_______________________How long were you under care? _________________ 

Are other family members under Chiropractic care?____________________________________________________ 

 

Reason for this visit: _____________________________________________ Wellness care 

Is this related to:  Auto Accident     Other Accident 

Name and address of other doctor(s) who have treated you for this condition:_______________________________ 

_____________________________________________________________________________________________ 

Please mark the areas of your pain on the diagram below.  Use the following letters to indicate the type and location 

of your pain.                  

A=Ache 

B=Burning 

P=Pain 

S=Stabbing 

N=Numbness 

O=Other 

 

 

 

 

 

 

 

 

 

 
 

 



Cornerstone Family Chiropractic Inc. PS  Dr. Lisa M. Ilyankoff 
13128 Totem Lake Blvd. NE  #104, Kirkland, WA  98034   (425) 814-2045 

Review of Systems: 
Check only those conditions that currently apply to you.  Circle any conditions you have had in the past. 

Medical and Family History: 
List current medications and the condition you are taking it for: (Include regularly used over the counter drugs) 

Medication ________________________for________________________Dose and freq. ______________ 

Medication ________________________for________________________ Dose and freq.______________ 

Medication ________________________for________________________ Dose and freq.______________ 

Are you under medical care for any condition?________________________________________________________ 

Medication Allergies/adverse reactions  _____________________________________________________________ 

List past surgeries and dates_______________________________________________________________________ 

List past accidents/traumas and dates _______________________________________________________________ 

List any X-rays you have had in the last 2 years_______________________________________________________ 

List any diseases/conditions of family members (heart disease, stroke): ____________________________________ 

Females: Are you pregnant?  Yes No     Date of last period_________________Birth control pillsYes No 

Name and Age of Children_______________________________________________________________________ 

Social History and Daily Habits: 

Do you sleep on your:  Back  Right Side  Left Side  Stomach       Quality:  Good  Poor  Hours?_______ 

Do you exercise?  Yes No   Type of exercise_____________________________Frequency ________________ 

Smoking status (check one):  Every day smoker    Occasional smoker   Former smoker   Never smoked 

Do you drink alcohol? Yes No  Frequency and Amount_____________________________________________ 

Do you drink coffee/tea/caffeinated beverages? Yes No   Quantity ____________________________________ 

What do your daily work habits include? (Ex. sitting, standing, light labor, heavy labor, computer work) 

_____________________________________________________________________________________________ 

Hobbies: _____________________________________________________________________________________ 

I understand the above and guarantee this form was completed correctly to the best of my knowledge.  I understand 

it is my responsibility to inform this office of any change in my health status. 

 

Patient Signature _______________________________________________Date___________________________ 

General:  Weight loss/gain  Fatigue  Trouble sleeping  Weakness 

Skin:  Skin condition  Dryness  Rashes/Itching  Hair/nail changes 

Head:  Headache  Migraine  Head injury  Concussion 

Ears:  Hearing loss  Ear infection  Ringing in ears  Drainage 

Eyes:  Glasses/contacts   Vision problems  Pain/redness  Blurry/double vision 

Nose:  Allergies  Nosebleeds  Sinus pain  Congestion/itching 

Throat:  Sore throat  Non healing sores  Dry mouth  Bleeding from mouth 

Neck:  Swollen glands  Neck pain  Stiffness  Lumps 

Respiratory:  Shortness of breath  Wheezing  Painful breathing  Cough/cough up blood 

Cardiovascular:  Heart Problems  Palpitations  Chest pain  High blood pressure 

Gastrointestinal:  Abdominal pain  Heartburn  Hemorrhoids  Constipation/Diarrhea 

Genitourinary:  Incontinence  Female problems  Sexual dysfunction  Difficulty urinating 

Musculoskeletal:  Muscle or joint pain  Muscle spasm  Arthritis  Swollen/red joints 

Neurologic:  Seizures  Dizziness  Weakness  Numbness/tingling 

Hematologic:  Bruises easily  Anemia  Blood disorder  Clotting problems 

Endocrine:  Change in appetite  Sweating  Frequent urination  Heat/cold intolerance 

Psychiatric:  Depression/Anxiety  Dizziness  Nervousness  Psychiatric disorder 

Other:  Allergies  Frequent colds  Disc problems  Cold hands/feet 

Other:  Stroke  Diabetes  Cancer   HIV/AIDS 
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Name______________________________________Date____________________________Please fill out this 
form completely.  For areas with no complaint please write NONE. 

 
Neck 
Do you have a neck complaint:   Yes  or  No  
Describe the pain(sharp, dull, ache, stabbing)____________________________ 
Frequency of symptom(circle one)? 0-25% of the time, 25-50%, 50-75%, 75-100% 
Does the pain radiate? (into arms, hands, etc)____________________________ 
Does anything seem to make the pain worse?____________________________ 
Does anything seem to help the pain?__________________________________ 
Rate the intensity of pain from 1-10 (10 = extreme pain, 1=very mild pain)______ 
When is the pain most noticeable?_____________________________________ 
 

Headache and/or Migraine (please circle) 
Do you have headaches/migraines?   Yes  or  No   
What part of your head? _____________________________________________ 
Describe the pain (ache, dull, throbbing, stabbing, etc.)_____________________ 
How often do you get a headache/migraine? _____________________________ 
Does anything seem to make the pain worse? ____________________________ 
Does anything seem to help the pain? __________________________________ 
Rate the intensity of pain from 1-10. (10 = extreme pain, 1=very mild pain)______ 
 

Upper back pain and/or Mid back pain (please circle) 
Do you have a midback complaint:    Yes  or  No    
Describe the pain(sharp, dull, ache, stabbing)____________________________ 
Frequency of symptom(circle one)? 0-25% of the time, 25-50%, 50-75%, 75-100% 
Does the pain radiate? (around your back, into your neck) __________________ 
Does anything seem to make the pain worse?____________________________ 
Does anything seem to help the pain?__________________________________ 
Rate the intensity of pain from 1-10. (10 = extreme pain, 1=very mild pain)______ 
When is the pain most noticeable?_____________________________________ 
 

Low back pain 
Do you have a low back  complaint:    Yes  or  No   
Describe the pain(sharp, dull, ache, stabbing)____________________________ 
Frequency of symptom(circle one)? 0-25% of the time, 25-50%, 50-75%, 75-100% 
Does the pain radiate? (into legs, feet, etc) ______________________________ 
Does anything seem to make the pain worse?____________________________ 
Does anything seem to help the pain?__________________________________ 
Rate the intensity of pain from 1-10 (10 = extreme pain, 1=very mild pain)______ 
When is the pain most noticeable?_____________________________________ 
Do you have problems with bowel/bladder control?________________________ 

 
Arms/hands and/or Legs/Feet (please circle) 
Do you have any extremity complaints:    Yes or  No    
Which side:  Left, Right or Both _______________________________________ 
Describe the pain (sharp, dull, ache, stabbing)____________________________ 
Frequency of symptom(circle one)? 0-25% of the time, 25-50%, 50-75%, 75-100% 
Does anything seem to make the pain worse?____________________________ 
Does anything seem to help the pain?__________________________________ 
Rate the intensity of pain from 1-10 (10 = extreme pain, 1=very mild pain)______ 
When is the pain most noticeable?_____________________________________ 
 
Are there any other health issues you would like to discuss with the doctor?   
Please give details:________________________________________________ 
_____________________________________________________________________ 

Does your pain interfere with your daily activities?  If so, which activities?_____________ 
_______________________________________________________________________ 

 Doctor’s Notes ________ 
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Cornerstone Family Chiropractic INC PS Financial Agreement 
13128 Totem Lake Blvd NE #104, Kirkland, WA 98034   (425)814-2045 

 

Dr. Lisa Ilyankoff is committed to providing you and your family with exceptional chiropractic care and has 

established this financial policy to achieve that goal. 

Please initial ALL of the following: 

_____Dr. Ilyankoff is not a provider with any insurance companies. 

_____Payment is due at the time of service by credit card, cash or personal check.  NSF checks will incur a $25.00 

fee to the patient’s account.  If you would like a complete fee schedule, please ask at the front desk.  

Time of service fees: 

1. $100 initial exam (99202 Problem Focused Exam) 

2. $45 per adjustment (98941-Regular fee of $65 per visit, discounted $20 for patients who pay  

     at the time of service.) 

3. Maintenance patients may elect to purchase a pre-paid punch card for $400 for 10 adjustments.  Please  

    note super bills cannot be provided for patients with punch cards.  If you would like a super bill, you  

     must choose  #2 as your method of payment.   

*Slight fee increases may occur annually. 

 

_____We do not submit any claims to your insurance company other than Personal Injury Protection (see below).  

We will provide you with a super bill emailed to you on a monthly basis to submit to your insurance company for 

reimbursement except for those on pre-paid punch cards.  All insurance reimbursements to the patient will be 

according to the out-of-network chiropractic coverage as outlined by the patient’s insurance company.  It is the 

patient’s responsibility to find out what the coverage is for their particular policy.     

Please check if you would like Super Bills emailed to you on a monthly basis. 

Email:____________________________________________________________ 

_____I understand that delinquent accounts over 90 days will be assigned to a credit reporting collection agency.   

_____Preparation of forms and copies of records require extra office time.  Please ask for fees of record copies and 

report forms if you are requiring them.   

_____Personal Injury Protection:  If you are in a car accident or are in any type of personal injury suit, we will 

render care and send the bill to your car insurance company.  However, this is not a guarantee of payment.  If your 

insurance company refuses payment, you will be liable for your account balance.  I understand that all 

responsibility for payment of services provided in this office for myself or my dependents is mine, due and payable 

at the time services are rendered unless other arrangements have been made.  I also understand that any account 

uncollected will be turned over to a collections agency if not paid within 90 days.  I understand that I am 

responsible for any collection fees, court costs or attorney fees that may be incurred due to the collections 

proceedings.  Interest may be incurred on delinquent accounts at a rate of 1.5% per month, compounded monthly.   

I have read, understand and agree to the above Financial Policy.   

Print Patient Name: _____________________________________________________________________________ 

Signature (parent/guardian if minor)_________________________________________Date___________________ 
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Terms of Acceptance Informed Consent for Care 
 

Terms of Acceptance/Informed Consent for Care: When a patient seeks chiropractic health care and we 
accept a patient for such care, it is essential for both to be working for the same objective. It is important that each 
patient understand both the objective and the method that will be used to attain it. This will prevent any confusion 
or disappointment. You have the right, as a patient, to be informed about the condition of your health and the 
recommended care and treatment to be provided so that you may make the decision whether or not to undergo 
chiropractic care after being advised of the known benefits, risks and alternatives. 

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily 
the spine) and function (primarily the nervous system) as that relationship may affect the restoration and 
preservation of health. Health is a state of optimal physical, mental and social well-being, not merely the absence 
of disease or infirmity. 

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of 
the 24 vertebrae in the spinal column become misaligned and/or do not move properly. This causes alteration of 
nerve function and interference to the nervous system. This may result in pain and dysfunction or may be entirely 
asymptomatic. 

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of 
forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific 
adjustments of the spine. Adjustments can be done by hand or may be performed by handheld instruments. In 
addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included. 

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those 
findings and recommend that you seek the services of another health care provider. 

I hereby request and consent to the performance of chiropractic adjustments and other chiropractic 
procedures including various modes of physical therapy and diagnostic x-ray, and any supportive therapies on me 
(or on the patient named below, for whom I am legally responsible) by Dr. Lisa Ilyankoff or any locum tenens 
chiropractor she employs. 

I have had an opportunity to discuss with Dr. Lisa Ilyankoff the nature and purpose of chiropractic 
adjustments and procedures.  I understand that results are not guaranteed. 

I understand and am informed that, as in the practice of medicine and like all other health modalities, 
results are not guaranteed and there is no promise of cure.  I further understand and am informed that, as in the 
practice of medicine, in the practice of chiropractic there are some risks to treatment, including, but not limited to, 
fractures, disc injuries, strokes, dislocations and sprains.  I do not expect the doctor to be able to anticipate and 
explain all risks and complications, and I wish to rely on the doctor to exercise judgement during the course of the 
procedure which the doctor feels at the time, based on the facts then known, is in my best interests. 

I further understand that there are treatment options available for my condition other than chiropractic 
procedures.  These treatment options include, but are not limited to, self-administered, over-the-counter 
analgesics and rest; medical care with prescription drugs such as anti-inflammatories, muscle relaxants and 
painkillers; physical therapy; steroid injections; bracing; and surgery.  I understand and have been informed that I 
have the right to a second opinion and to secure other opinions if I have concerns as to the nature of my 
symptoms and treatment options.   

I have read, or have had read to me, the above consent.   I have also had opportunity to ask questions 
about it content, and by signing below I agree to the above named procedures.  I intend this consent form to cover 
the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment. 
 
Print Name______________________________Signature _____________________________Date _____________ 
 

 
Consent to treat a Minor 
I, ___________________________, being the parent or legal guardian of _________________________________ 
have read and fully understand the above terms of acceptance and hereby grant permission for my child to receive 
chiropractic evaluation and care.    
Signature_________________________________________________Date_______________________________ 
 

 


