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Welcome
We would like to learn more about you and your health so that we can give you the best care possible.



First Name:________________________________M.I.__________Last Name:_______________________________

How should we refer to you, (Nickname):________________________   SS#:_______________________________

Address:_____________________________ City:______________________ St:________ Zip:______________

E-Mail:____________________________________      Phone:(H)___________________________ 

(C)_______________________________ (W)____________________________

Date of Birth:___________________ Age:_________

How did you find out about our office?____________________________

If referred, by whom?_______________________

FAMILY

Married?_____________ # Children?_____________

Names of children still living at home?____________________________________________________________

Do your children have any health concerns or conditions?



Spouse or Significant other’s Name:______________________________________________________________

Do they have any health concerns or conditions?____________________________________________________

Quality of your family relationship?    _____Great      _____Okay     _____Dissatisfied

Are there any health conditions in your family that you may have inherited?:


YOUR LIFESTYLE HISTORY

1. Reasons for seeing services at our office:


i. How long have you had this condition?_______________________  Date of Onset___________________

Rate the Intensity of the Problem (circle one): 0= no problem, 10= terrible/unbearable

           0     	1	2	3	4	5	6	7	8	9	10

3.   Have you been under Chiropractic care? ___No ___Yes    If so, when was your last adjustment? ________________
      
   How long were you under care?______________  Did it Help you? ___No ___Yes   ___________________________
      
      Were you under maintenance care?___No ___Yes   Were X-rays taken? ___No ___Yes  (if so, when?)_____________

 4.   Have you ever had surgery? (explain, when?):________________________________________________________

5. Is there anything about your nervous system or spine that we should know about?


6. Past history conditions: (i.e.: cancer, stroke, etc.)


7. Are you taking any medications over the counter or prescription? (please list):


8.					       Past	         Present		      Moderate		          Heavy
	Alcohol
	
	
	
	

	Caffeine Use
	
	
	
	

	Tobacco Use
	
	
	
	



 9. History of physical stress, trauma or challenges (i.e.: falls, auto accidents, etc.):


10. Occupation:______________________________________Employer:_____________________________________

11. Satisfaction with career? _______Great _______Okay _______Dissatisfied

12. History of emotional stress, trauma, challenges:


13. What do you do for play and or relaxation?
_________________________________________________________________________________________________

14. How much and what kind of exercise do you do?


15. What did you have for breakfast, lunch and dinner yesterday?


16. How many glasses of water do you drink per day?_____________________________________________________

17. What else do you drink for fluid intake?_____________________________________________________________

18. How many hours of sleep do you get per night?__________ Quality of your sleep? ____Great ____Okay ___Poor

19. For women: Are you Pregnant? ___No ___ Yes  Are you nursing ___No ___Yes

20.  What is your level of commitment to yourself, your life and well-being? _____High _____Medium _____Low
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