
Name: Patient #: Ase: Date:

Address:
Residence and

Home Telephone ( )

Email Address

mailing City State

)

Zip Code

Work Phone (

Male Female

Social Security # Driver's Lic.#

Occupation/Employer's Name and address

Single_ Manied_ Divorced Widowed Spouse's Occupation/Employer

No. of children:

Reason for consulting our office?

Who mav we Thank for referrins vou to our office?

Birthdate

As a full spectrum Chiropractic ot'fice, rve focus on your ability to be healthy. Our goals are, t'irst, to address the issues that brought you

to this office, and secoDd, to of'fer you the opportunity of improved health potential and wellness seNices in the future. Ou a daily basis

we experience physical. chemical and emotional stresses that can accumrlate and result in serious loss ofhealth potential. Most times

the eff'ects are gndual: not even 1'elt until they become serious. Answering the fbllowing questions rvill give us a profile of thc

specific stresses you have faced in your lifetime, allowing us to better assess the challenges to your health potential.

TIIE Bnc ''Yn'*ns {r" o*r rzy

Research is shorving that nrany of the health challenges that occut' later

sonle startin-s at birth. Please answcr the fbllou'ing cluestions to the besl

Dicl 1,e11 ltaye attl' chilclhoocl illlessers?

Did you have any serious falls as a child'l

Did I'ou play 1'6s11t sPorts7

Dicl 1'otl take / tlse an' dr'gs'l

Dicl you have any sur-uer1,'l

Have ),ou lallen / junipecl fiorn a lieigltt
over three teet'l (i.e. crib, bunk becl. trees)

Werc yor-r ittvolved itt anv car acciclents

iis a chilcl'l

YES NO UNSURE

TII

in lif'e have their origins clurirtg the developnrental years"

of your ability.

t]IT
TII
TIT
TII

Was there any prolongecl use of
nreclicine suclr as antibiotics or

an inhaler'J

Dicl 1'611 snffer arly other trlllllttils
(physical or emotional)

\\iere you vaccitratecl?

As a chilcl. rvere you unclet'regular

Chiropractic care'?

YES NO UNSURE

ilILr

TI
Itl

II,l

Li

l-l

lrr
NII

COMMENTS:

Do / clicl you smoke'.)

Do / ctid you ch'ink alcoholll

Have you been itt arty ncciderlts?

Have you hacl any surgerl,?

YES NO

Ilr
II
II
TI

Do / clid you plall an1' aclult sports?

Do /clid yoll particiltate in extrelne spolts'7

YES NO

Ilr
.-l ,]

On a scale
(l = none /

of I - l0 clescribe vout'stress level:

10 = Extrenre)
Occuor.rtiortitl

On a scalc o1'Poor. Goocl. Excellent ciescriLre your:

ExerciseDiet Sleep

Personal

General Health



If you have no sylnptoms or cotllplaints, and are here for r,vellness services, please check (./)
to have Chiropractic Wellness Services" and skip to "Family Health Profile." Others need

the chief area of complaint, including the effect it has had on your life.

here "Wish
to briefly describe

If you are experiencing pain, is it...

I Sharp tr Dull

Since the problem started, it is...

What makes it r,vorse:

n Cornes and goes

I About the sarne

I Travels

I Getting better

n Constant

n Getting worse

Yes, it interferes with: I Work

Other Doctors seen for this problem

I Sralkine I Sitting I Hobbies n Leisuren Sleep

(please list)
n Chiropractor
n Uedical Doctor
X Other

Please check ({) all

n Heaclaches

n Pinr ancl Needles in arms

n Dizziness
I Nurnbness in firtgers

Ll l-atrgue
n st..-ni,r,I nroblertts
LJ Diarrhea
I cota S*,eats
n uood su'ings

List any medications you

symptoms yolt have ever had even

n Pinr ancl needles in legs
I Los of smell
I Buzzine in Ears
n xumun-ess in toes

! Depression
n Xect stiff
I Constipation
I Lignts uother eyes

LJfulenstrr,ral Pain

if they do not seeln related

I Fainting
n gack Pain

n Rineinc in Ears

f, LorI oitur,.
L-J lrntabrlrty
n cnt.t Ha,ids
t--1 -I | _Fevgr

I Problcm Urinating
I N4enstmal Irregularity

to your current problem.

flNeck pain

n Lorr of Balance

I N.r'our,r.r,
I Stomach Upsetrl-
L_t lensloll
X cold f..t
flHot Flashes
n Heartburn
n ul...t

are taking

Family Health Profile:
At our office \ /e are not only interested

farnilv and loved ones. Please mention
in your health and well-being, but also the health

below any health conditions or collcerns yotl may

Children
Spouse

Mother
Father
Brothers
Sisters
Others

The stotenterrts maile on this form are sccurate to the best of ,ny recollection and I agree to allow this ofJice

to examine me for furtlrer evoluation.

and well-being of your
have about your:

Signature Date


