
Patient Signature_______________________________________  Date ___________________ 
 
 
 

 

Dr.Mukaia Mitchom Lockett LLC 
2 Eagle Center, Suite1, O’Fallon, IL. 62269, (618) 606-9119 

 
 

APPLICATION FOR TREATMENT 
 

Name___________________________________________      Date _______________________ 
 
Email___________________________________________ Age_______   Birthdate __________________ 
 
Address____________________________ City___________________  State_____  Zip Code__________ 
 
Phone________________________  Alt Phone_______________  Referred By______________________ 
 
Select if you are: Married Single Widowed Divorced Separated    Gender ____________________________ 
 
Ages of Children______________________ 
 
Employer_____________________________________   Occupation_______________________________ 
 
Emergency Contact_________________________________  Emergency Phone_____________________ 
 
What is your major complaint? ___________________________________________________________ 
 
How long?  __________________________________     How often? ______________________________ 
 
Is there any other health problems that concerns you, besides your major complaint, that you wish you could 
get rid of, even if you never considered that a wellness practice or chiropractor could help?  For example, do 
you have any headaches,sinus problems, hormone problems, weight problems, asthma, diabetes, 
digestive troubles, arthritis, fatigue, mood swings, troubles with sleep, or any other problems at all 
you wish you could get rid of?  
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Has a doctor treated you for ANY health conditions in the last year?  Yes______ or NO_____ 
 
If yes, please explain:  ____________________________________________________________________ 
 
List Diagnosis(es) and types of treatment(s)  _________________________________________________ 
 
Who is your Primary Care Physician?  ______________________________________________________ 
 
List  Medications & Supplements:__________________________________________________________ 
 
______________________________________________________________________________________ 
 
List any Surgeries you have had in your lifetime 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
 
List any Accidents or Injuries you had had in your lifetime (i.e. slips, falls, motor vehicle, motorcycle, 
bicycle, sports or work related, etc.) 
 
1. 4. 

2. 5. 

3. 6. 



Patient Signature_______________________________________  Date ___________________ 
 
 
 

 
 
How has your pain affected your life? ________________________________________________________ 
 
______________________________________________________________________________________ 
 
What are some things you used to do before you had pain that you would like to do again if this was not a 
problem ?______________________________________________________________________________ 
 

What functions, (sitting, walking, bending, lying down, etc, are challenging to you (in order of 
severity)? 
__________________________________________________________________________ 
 
______________________________________________________________________________ 
 

PLEASE MARK, On Diagram, YOUR AREAS OF PAIN AND IT’S INTENSITY. 
(On a scale of 1-10, with 10 being the worst pain).  

  



 Dr. Mukaia Mitchom Lockett LLC 

Appointment Policy 

 

 

 

Thank you for trusting Dr. Mukaia Mitchom Lockett LLC with your Wellness Needs. When you schedule 

an appointment with Dr. Mukaia Mitchom Lockett LLC, we set aside enough time to provide you with 

quality care. In the event that you would need to cancel or reschedule an appointment, please contact our 

office as soon as possible, and no later than 24 hours prior to your appointment. This will give our 

office adequate time to schedule other patients who may be waiting for an appointment.  

 

Please see our Reschedule/Cancellation/No-Show Policy below: 

 

 Established patients who fail to show or cancel/reschedule an appointment and have not 

contacted our office with at least 24 hour notice will be considered a No Show and may be 

required to put a credit card on file to make another appointment and be charged a $35.00 fee 

  

● Any established patient who fails to show, cancel, or reschedule an EVENINIG appointment 

(4:00 pm or later) without a 24 hour advance notice more than 2 times within 3 months WILL 

be charged a $50 fee. The evening appointments are very high in demand. All evening 

appointments will be required to put a credit card on file. 

 

● Any new patient who fails to show for their initial visit will be required to put a credit card on file 

to make another appointment. Any new patient who fails to show for initial appointment for a 

second time will not be able to reschedule. 

 

The fee is charged to the patient, not the insurance company or any third party, and is due prior to 

the patient’s next visit. 

 

As a courtesy, when time allows, we make reminder calls for appointments. If you do not receive a 

reminder call or message, the above policy will still remain in effect. 

 

  If a patient is more than 10 minutes late for their appointment, they may be rescheduled to the next 

available appointment that day or if necessary, another day altogether. 

 

 We understand there may be times when an unforeseen emergency occurs and you may not be 

able to keep your scheduled appointment. If you should experience extenuating circumstances, please 

contact our Office. You may contact Dr. Mukaia Mitchom Lockett LLC at the number below. Should it be 

after regular business hours Monday through Friday, or a weekend, you may leave a voice message 

and/or text message. 

 

Dr. Mukaia Mitchom Lockett LLC 

618-606-9119 

 

I have read and understand the Appointment policy at Dr. Mukaia Mitchom Lockett LLC and I do agree to it. 

 

 

 Print: _________________________________________________  

 

Sign: __________________________________________________  Date_______________ 

 



Dr. Mukaia Mitchom Lockett, LLC 
“We Are Transforming Lives To Better Health Naturally” 

2 Eagle Center, Suite 1, O’Fallon, IL. 62269, (618) 606-9119 
 

 

 

HIPAA Compliance Patient Consent Form 

Our Notice of Privacy Practices provides information about how we may use or disclose 

protected health information. 

The notice contains a patient’s rights section describing your rights under the law. You ascertain 

that by your signature that you have reviewed our notice before signing this consent. 

The terms of the notice may change, if so, you will be notified at your next visit to update your 

signature/date. 

You have the right to restrict how your protected health information is used and disclosed for 

treatment, payment or healthcare operations. We are not required to agree with this restriction, 

but if we do, we shall honor this agreement. The HIPAA (Health Insurance Portability and 

Accountability Act of 1996) law allows for the use of the information for treatment, payment, or 

healthcare operations. 

By signing this form, you consent to our use and disclosure of your protected healthcare 

information and potentially anonymous usage in a publication. You have the right to revoke this 

consent in writing, signed by you. However, such a revocation will not be retroactive. 

By signing this form, I understand that: 

 Protected health information may be disclosed or used for treatment, payment, or 

healthcare operations. 

 The practice reserves the right to change the privacy policy as allowed by law. 

 The practice has the right to restrict the use of the information but the practice does not 

have to agree to those restrictions. 

 The patient has the right to revoke this consent in writing at any time and all full 

disclosures will then cease. The practice may condition receipt of treatment upon 

execution of this consent. 

May we phone, email, or send a text to you to confirm appointments?  YES  NO 

May we leave a message on your answering service at home or on your cell phone? YES  NO 

May we discuss your medical condition with any member of your family? YES  NO 

If YES, please name the members and their phone numbers that are allowed: 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

This consent was signed by: ____________________________________________________ 

     (PRINT NAME PLEASE) 

Signature: _________________________________________________ Date: _____________ 

Witness: ___________________________________________________Date: _____________ 



                      Dr. Mukaia Mitchom Lockett, LLC 
2 Eagle Center, Suite 1, O’Fallon, IL. 62269, (618) 606-9119 

 

Patient Consent Authorization 

 

Consent for Treatment. I voluntarily consent to the rendering of care, for myself or my child 

including treatment and performance of diagnostic procedures.  I understand that I am under the 

care and supervision of the attending physician and it is the responsibility of the staff to carry out 

the instructions of such physician(s). 

 

Assignment of Benefits. I hereby assign payment directly to the physician(s) accepting this 

assignment of medical benefits applicable and otherwise payable to me but not to exceed the 

physician’s regular charges.  I understand that I am financially responsible for charges not 

covered by this assignment or for any and all charges that the insurance carrier declines to pay. 

 

Release of Information. The physician(s) may disclose all or part of the patient’s record to any 

persons or corporation which is or many be liable under a contract to the physician(s) or to the 

patient or to a family member or employer of the patients for all part or part of the physician(s) 

charges, including but not limited to, insurance companies, worker’s compensation carriers, 

welfare funds, or the patient’s employer. 

 

Subsequent rejection of a claim as a result of having non covered out of network benefits will 

constitute responsibility for payment of claim on my part. 

 

MEDICARE AND MEDICAID PATIENT CERTIFICATION - PATIENTS CERTIFICATION 

AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST: 

I certify that the information given by me in applying for payment under Title XVIII and / or Title 

XI of the Social Security Administration or its intermediary carriers, any information needed for 

this or related Medicare or Medicaid Claim.  I request the payment of authorized benefits be 

made on my behalf.  I assign the benefits payable for the physician(s) services.  I understand 

that I am responsible for my health insurance deductibles and coinsurance. 

 

   

____________________________________   _______________________ 

Patient’s Printed Name       Date:  

 

______________________________ 

Patient’s Signature/Authorized Signature 

       

______________________________ 

If not the patient - print name & relationship 

______________________________ 

Witness 

 

Please initial that you have read the Notice of Privacy Practices statement__________ 



The Wellness ScoreTM  

Health Satisfaction Score (HSS) 

 Name: ______________________________________    Date: ________________  

 Email Address: _____________________________________________________ 

 
 Please answer the questions on a scale of 1 to 10, 1 representing that you don’t agree(NOT TRUE) with the 

statement and 10 representing (TRUE) that there is no doubt in your mind or heart that you agree with the statement. 

[1 - Absolutely Disagree] NOT TRUE FOR ME [2] [3] [4] [5] [6] [7] [8] [9] [10] - Absolutely Agree] TRUE FOR ME 

Section 1 - Physical Health  

1. I am a physically fit person and formally exercise on a regular basis.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

2. I have a physically attractive body that I am proud to look at in the mirror. 

 [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] .  

3. I have not had many traumas in my life (auto accident, broken bones, bad falls).  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

4. I get at least 7 hours of sleep, 7 days at week.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

5. I have gotten regular Chiropractic care within the past 5 years.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]       Section 1 total ______  

Section 2 - Emotional/Mental Health 

 6. I am a calm, peaceful person. I can shut my mind off and focus my mind at will.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

7. I practice some form of mental relaxation (meditation, yoga, breathing exercises, prayer, etc.) on a 

regular basis. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

8. Most of the time, I am truly happy and feel a sense of purpose in my life.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

9. I have healthy relationships and a rich social network of friends and activities.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

10. I am organized, have time for myself, and can prioritize the important tasks in my life. 

 [1] [2] [3] [4] [5] [6] [7] [8] [9] [10]      Section 2 total _______  

Section 3 - Chemical/Nutritional Health  

11. I eat 4-6 small meals daily and properly combine my protein, carbs. and fats.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

12. I supplement everyday with good supplements such as a vitamin/mineral complex, antioxidants, and 

good fatty acids (fish oil, flax seeds).  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

13. I do not take medications for chronic medical problems such as digestive disorders; cardiovascular 

problems; headaches; chronic pain; blood sugar problems; chronic fatigue; immune problems or chronic 

infections; or any other chronic conditions. 

 [1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

14. I do not smoke cigarettes.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]  

15. I drink water as my primary beverage and consume at least 30 ounces per day.  

[1] [2] [3] [4] [5] [6] [7] [8] [9] [10]       Section 3 total________  

Grand total of all three sections: _________ 





 lick on  n

Bowel/Elimination Habits:  How frequent?  __________ time per ____________

/40
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