Name: _____________________________  Male (   Female (    Age: _____  Date: _____/_____/______

Address: ______________________________________________________________________________



      Address           
                            City
                           State
             Zip    

    E-Mail


Home Telephone: (____) _____________  Work (____) _______________  Cell (____) ______________

Soc. Security #: _____-____-_____ Birthdate: ____/____/____  Single (   Married (   Div. (   Widow (
Occupation: _______________  Employer’s name ____________________________ # of Children_____

Health Insurance Co._______________________ ID# __________________ Group # _______________

You were referred to our office by:_________________________________________________________

Your Health Profile
Why this form is important

As a full spectrum Chiropractic office, we focus on your ability to be healthy.  Our goals are first, to address the issues that brought you to this office, and second, to offer you the opportunity of improved health potential and wellness services in the future.  

On a daily basis we experience physical, chemical and emotional stresses that can accumulate and result in serious loss of health potential.  Most times the effects are gradual: not even felt until they become serious.  Answering the following questions will give us a profile of the specific stresses you have faced in your lifetime, allowing us to better assess the challenges to your health potential.
The beginning years (to age 17)


Research is showing that many of the health challenges that occur later in life have their origins during the developmental years, some starting at birth.  Please answer the following questions to the best of your ability.

Your Childhood Years
          Yes   No   Unsure

   

            Yes    No  Unsure
( Did you have any childhood disease?   (       (        (
 ( Was there any prolonged 
( Did you have any serious falls?            (       (        (                  use of antibiotics or inhaler?      (      (        (
( Did you take/use any drugs?                 (       (        (             ( Did you suffer any other                                                                                                                                                         ( Were you involved in any car   



      traumas? (Phys or emotional)     (     (        (
     accidents as a child?

              (       (        (
              ( Were you vaccinated?                (     (        (
( As a child, were you under regular                                             ( Did you have any childhood

     chiropractic care?

              (       (        (
                  surgeries?                                   (      (       (
COMMENTS: 

Your Adult Years                      YES      No   
                                                          YES     NO
Do/Did you smoke?

         (        (               Have you been in any accidents?        (        (
Do/Did you drink?                           (        (        
  Have you had any surgery?                (        (                                                       
On a scale of 1-10 describe your stress levels  (1=none /10=extreme)          Personal 
_______   

Occupational _______ 

On a scale of poor, fair, good, excellent describe your:

Diet _____________  Exercise______________  Sleep ______________  General Health _____________ 

Have you ever :                                  YES            NO

Bought bottled Water                            (                ( 

Belonged to a Health Club                     (                (
Taken Vitamins or Supplements            (                (
 Addressing the Issues That Brought You to Our Office  
If you have no symptoms or complaints, and are here for wellness services, please mark here____ and skip to “Family Health Profile” .  Others please describe the main area of complaint, including the effect it has had on your life.  

Main Complaint:_______________________________________________________________________________

Please mark all areas where you are feeling any pain or discomfort!
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             Front                                        Back

If you are experiencing pain, is it…     (  Sharp       (  Dull        (  Comes and goes        ( Travels           (  Constant

Approx. date it started ___________.   Since the problem started, it is….    ( About the same       ( Better       ( Worse

It interferes with my……                ( Work     ( Sleep     ( Walking     ( Sitting     ( Hobbies     ( Leisure     ( Sex life

Other Doctors seen for this problem (please list)


( Chiropractor ______________________________    treatment ____________________________


( Medical Doctor ____________________________   treatment ____________________________ 
Please mark all symptoms you have, even if they do not seem related to your problem.

( Headaches


( Pins and needles in legs
( Fainting

 ( Neck pain

( Pins and needles in arms
( loss of smell


( Back Pain

 ( Loss of Balance

( Dizziness


( Ringing in Ears

( Nervousness

 ( Numbness in Fingers


( Numbness in Toes

( Stomach Upset

( Fatigue  

 ( Depression



( Irritability

 
( Tension


( Sleeping Problems       ( Stiff Neck



( Cold Hands

 
( Cold Feet


( Diarrhea

 ( Constipation



( Fever



( Cold Sweats


( Problem Urinating
 ( Heartburn

( Mood Swings


( Menstrual Pain

( Menstrual Irregularity
 ( Ulcers

Medications  you are taking and for what condition_____________________________________________________







    _____________________________________________________

Family Health Profile: 
At our office we are not only interested in your health and well being, but also the health and well being of your family and loved ones.  Please mention below any health conditions or concerns you may have about your:

Children  __________________________________  Spouse  _________________________________________

Mother  ___________________________________  Father  __________________________________________

Brothers  __________________________________  Sisters  __________________________________________

When a person seeks the services of a chiropractor, it is absolutely essential to fully understand the objective of that chiropractor. It is not the goal or intention of this office or any of its staff to diagnose, treat or attempt to cure any physical, mental or emotional ailments, or to give advice about any ailments. The only objective of this office is to keep your body as free as possible from vertebral subluxations. We do this because of our absolute conviction that a body is better able to live up to its full potential when no vertebral subluxations are present and for no other reason. 

I, _________________________________________ undertake chiropractic services in this office on the understanding of, and agreement with, the above explanation.        Date: _____/_______/________

