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Vernon Place Preventative Health Chiropractic Clinic                   
6301 Antioch Road Merriam, KS 66202
Office number: (913) 839-7352

www.vpphcc.com
Dr. Cole J. Stephens D.C. Specialist in Postural Correction and Nutritional Wellness 






Vernon Place Preventative Health Chiropractic Clinic                   Where the Healing Begins
Welcome and thank you for choosing Vernon Place Preventative Health Chiropractic Clinic (VPPH) for your healthcare needs!  VPPH is the place where healing begins.  We believe that by removing interference to your nervous system through Postural Correction and feeding your body at the cellular level through Whole Food Nutritional Supplementation, your body has an amazing capability of healing and keeping itself healthy.  
Our Number One Priority: Patient satisfaction

Our Goals: To educate and empower the patient to make healthy lifestyle choices  
Procedure: All patients read and sign an informed consent form and HIPAA form.  Then the patient will complete a P.A.R.T.S. exam where we evaluate Pain, Asymmetry, Range of Motion, Tone, and Status (structural and nutritional).  From this we get a whole picture of your health and devise a prescription of care.  We will schedule another appointment to go over the findings and initiate your treatment plan. We encourage you to bring your significant other, or someone who can help in your care at the report of findings appointment to answer any questions.  After the prescription of care has been implemented we will do an examination to assess your progress.

Office Hours:  Treatments are by appointment only; do not hesitate to call and check on availability.
Fees for Services:  Payments are accepted in cash, check, or credit card.  Payment is required at time of service. Currently we are not in-network with any insurance companies. Patients can submit a super bill to their insurance companies for possible reimbursement. All health care fees can come out of an individual Health Savings Account (HSA) or an employer’s FSA.
	Case History, Examination, Posture Analysis, and
Report of Findings
	80.00
	Nutritional  Case History, Examination, and Report of Findings  
	60.00

	Case History, Examination, Postural Analysis, and Report of Findings for Ages 0-17
	40.00
	Nutritional Case History, Examination, and Report of Findings for Ages 0-17
	30.00

	Focused Case History, Examination, Posture Analysis
	30.00
	Nutritional Progress Consultation
	30.00

	Chiropractic Adjustment 
	40.00
	Outside of normal hours Adjustment 
	100.00

	Chiropractic Adjustment for Ages 0-17
	20.00

	Extremity Adjustment
	20.00

	Endonasal Adjustment
	20.00


Postural Correction is an investment in your health. We are committed to getting you healthy and your body to its optimal state as quickly as possible. The biggest variable, and the one you have the most control over, is how closely you follow your treatment schedule and our postural recommendations. 
Please initial the follow points once you have read and understand them:
Treatment frequency is based on the severity of your condition. I understand if I cannot follow the recommended treatment frequency I will not achieve the desired results. _____
I understand that postural modifications must be made in the ways of: sleeping, sitting, and shoe wear to achieve desired results. _____
I have read and understand the procedure and fees for services in this office. I understand and agree that I am ultimately responsible for payment in full at the time of service. 
Signature:______________________________________________________
Date:_____________


(Patient, Parent, or Guardian)

Vernon Place Preventative Health Chiropractic Clinic                   Where the Healing Begins
Please list in chronological order any trauma you have experienced (i.e. car wreck, broken bones, sports injuries,  major injuries)  

 Age    Trauma 
Please list any hospitalizations or surgeries you have experienced 
Age    Procedure 
Please list any diagnosis you have received (high blood pressure, high cholesterol, diabetes, acid reflux, ect.)  

Age    Diagnosis 
Please list any medications you take and for what condition it is prescribed: 

Prescription  Dosage  Condition   
Please list any supplements you take and why: 

Supplement   Amount  Helps 
Family History:  Please list any health conditions of your parents, grandparents, and siblings  
Vernon Place Preventative Health Chiropractic Clinic                   Where the Healing Begins

What are the top 3 issues you have that you would like to get resolved?
1. 
2. 
3. 

Have you seen or are you currently seeing anyone else for your complaints?
_____________________________________________________________________________________________

Have you ever seen a chiropractor before? If so what was the result of care?

_____________________________________________________________________________________________

Are you interested in dietary recommendations?


Yes

No

Unsure

Are you interested in whole food nutrition supplementation?

Yes

No

Unsure

Physically what age do you feel like? _______
How do you feel mentally?________
Stress:   
Very High

High

Medium

Low 

None  

Do you currently smoke or use e-cigaretts (vapes)?  

            Yes
        No

In the past

Do you currently consume 3 or more alcoholic beverages / week? 
Yes
        No

In the past
Who / What referred you to our office?___________________________________________________________
At VPPH we offer different types of care. We feel it is important for you to be comfortable with your choice of care, and ultimately this is your decision.  TYPES OF CARE (please write yes to the type of care you would like to receive)
1. INITIAL RELIEF CARE: This type of care is designed to reduce symptoms of the immediate problem that you present with. Just like taking an aspirin, this type of care does not fix the problem and symptoms often return.

2. STABILIZATION CARE: This type of care is designed to reduce the symptoms and to stabilize the problem and keep it from returning as quickly.
3. CORRECTIVE CARE: This type of care is designed to first, reduce the symptoms, then stabilize, and then correct the underlying problems. This type of care in the long run is more cost effective and serves as a long-term correction.

4. I would like the Doctor to recommend the type of care that would be best suited for me.
Welcome





Name:__________________   Date:__________   Date of Birth:______________   Age:_______    Sex:___





(Circle one) Married / Relationship / Single / Widowed        Do you have children? ____ 	





Address:________________________________  City:________________  State:____ Zip Code: _________





Phone # Cell:___________________      Home:________________  Email:____________________________





Occupation:___________________________________��__	    Employer________________________________





Address:__________________________________________________________________________________





Emergency Contact:________________   Phone #:________________     Relationship:______________





WOMEN ONLY: is there a possibility that you are pregnant?	Yes	NO	Unsure





Responsible Party for Patient under 18:





Name:________________________________________	Date of Birth:________





Social Security #:______________________	Phone #:________________________














Do these issues affect your activities of daily living? (please circle one answer for each question)


Personal Care (washing, grooming, dressing)?   No   Mild   Moderate   Severe	                                                            


Eating/Drinking/Cutting?   No   Mild   Moderate   Severe     Sleeping?   No   Mild   Moderate   Severe	


Sitting?   No   Mild   Moderate   Severe			Concentration?   No   Mild   Moderate   Severe        	


Standing?   No   Mild   Moderate   Severe			Reading?   No   Mild   Moderate   Severe


Walking?   No   Mild   Moderate   Severe			Work?    No   Mild   Moderate   Severe


Squatting?   No   Mild   Moderate   Severe			Driving?   No   Mild   Moderate   Severe


Using Stairs?   No   Mild   Moderate   Severe			Traveling?   No   Mild   Moderate   Severe


Lifting Objects?   No   Mild   Moderate   Severe		Social Life?   No   Mild   Moderate   Severe


Reaching?   No   Mild   Moderate   Severe			Hobbies?   No   Mild   Moderate   Severe


Pushing/Pulling? No Mild Moderate Severe			Recreation?   No   Mild   Moderate   Severe										


				








Doctor Fills Out Below Line:_______________________________________________________________________


Height:_____   Weight:_____   Appearance (Hair          Skin         Ears         Tongue         Nails           ) Temp:_____   


Respiration Rate and Character_______________________________   VBA Functional Maneuver_____________                                                                  


Pulse Rate and Character:________________________________________________________________________


Blood Pressure Sitting:        /        Blood Pressure Supine:        /        Blood Pressure Standing:        /





	














Cervical ROM	 Active		Pain


Flexion		________60º    (   )


Extension		________75º    (   )


Left Rotation		________80º    (   )


Right Rotation		________80º    (   )


Left Lateral Flexion	________45º    (   )


Right Lateral Flexion	________45º    (   )





Head        �
AHC


Initiates Downward�
�
Arm Swing       �
None


Little 


Uneven     L     R�
�
Thorax           �
Hard Shift 


No Twist �
�
Pelvis/


Hips     �
No Swing 


Uneven     L     R�
�
Leg Swing�
Uneven     L     R


Lateral Sway�
�
Feet�
Push Off Lagging


Uneven     L     R


Pronate / Supinate�
�
Form           �
Slappage


Shuffles 


Staggering 


Foot Drop�
�






Lumbar ROM	Active		Pain


Flexion		________80º    (   )


Extension		________25º    (   )


Left Lateral Flexion	________25º    (   )


Right Lateral Flexion	________25º    (   )


Left and Right Rotation	      L(  ) R(  )     








MRS


Motor (scale 0-5) (5=normal) Interossei   T1 		     L(   ) R(  )


Iliopsoas   T12-L3	     L(   ) R(   ) Quadriceps L2-L4	     L(   ) R(   ) 


Tibialis Anterior L4	     L(   ) R(   )


Ext. Hallucis Longus L5  L(   ) R(   )


Peroneals   S1	   	     L(   ) R(   )


Gastroc/Soleus S1-S2	     L(   ) R(   )





DTR (scale 0-5) (2=normal


Patellar   L4		 L(   ) R(   )    


Medial Hamstring L5  L(   ) R(   )  


Achilles   S1		 L(   ) R(   )      





	











Motor (scale 0-5) (5=normal)  MRS DTR (scale 0-5) (2=normal) Deltoid	   C5		     L(   ) R(   )	   Biceps   C5		L(   ) R(  )


Wrist Extensors C6	     L(   ) R(   )     Brachioradialis C6	L(   ) R(   )


Wrist Flexors C7	     L(   ) R(   )	   Triceps	   C7	L(   ) R(   )


Finger Flexors C8	     L(   ) R(   )		
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