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CHIROPRACTIC & FAMILY WELLNESS





Date: ________/________/________               

First Name: ________________________________________________________________________    M.I. _____________

Last Name:  ________________________________________________________________________    ( Male     ( Female   

Preferred Name: ​​​​​​​​​​​​​​​​​​​​​​​​____________________________________  Age:________   Date of Birth: ________/________/________   

Home Address: ________________________________________________________________________________________

City: ___________________________________________________________  State: _________   Zip: __________________

Phone: (H) ____________________________  (C) ____________________________ (W) ____________________________  

E-mail: _______________________________________________________________________________________________
Which communication do you prefer for appointment reminders? ( Phone Call    ( Text    ( E-mail    ( Any is Acceptable

Occupation: ________________________________________   Employer: ________________________________________
Marital Status: ( Single   ( Married       Do you have children?  ( No  ( Yes       No. of children ______________________
Emergency Contact/Spouse: ________________________________________________ (p) __________________________
What is the reason for your visit? _________________________________________________________________________
How did you hear about our office? _______________________________________________________________________
Your Health Profile
As a family wellness office, our goal is to help you express your full health potential. Physical, chemical, and emotional stress can affect your health in many ways. Usually the effects of these stressors are so gradual that they are not recognized until symptoms appear. Your answers to the following questions will help the doctor to understand the stressors in your life and how to best treat you.
Research shows many of the health challenges that occur in life originate during the developmental years, some even starting at birth. Please answer the following questions to the best of your ability:
Childhood age 0-17 (check all that apply)
( Vaccinated

   ( Childhood Illness(s) 

       ( Antibiotics/Other Meds

( Surgery(s)       

( Inactive/No Exercise
   ( Played Sports

       ( Broken Bones/Stitches

( Serious Falls                     

( Smoker

   ( Severe Emotional Trauma(s) 
       ( Alcohol



( Drug Abuse                     
Were you in any car accidents? ( Yes   ( No / If yes, how many? ______________________________________________
Please list any additional serious injuries: ___________________________________________________________________

Were you under the care of a chiropractor? ( Yes   ( No / Name of chiropractor: ​​​​​​​​​​​​​​​​​​​​_________________________________
 Adult age 18-present (check all that apply)
( High Stress         
   ( Sits for Long Periods 

       ( Travels Often

               ( Sleep Deprived       

( Inactive/No Exercise         ( Active/Regular Exercise
       ( Broken Bones/Stitches
               ( Serious Falls                     

( Present/Past smoker
   ( Severe Emotional Trauma(s) 
       ( Alcohol


               ( Drug Abuse                     
Were you in any car accidents? ( Yes   ( No / If yes, how many? ______________________________________________
Please list any additional serious injuries: ___________________________________________________________________
Have you ever been under the care of a chiropractor? ( Yes   ( No / Name of chiropractor: ​​​​​​​​​​​​​​​​​​​​_________________________
Please check all recurring or severe symptoms and/or diseases you have or have had in the past:
( Allergies

    ( Anxiety
            
( Arthritis
        ( Asthma

( Back Stiffness/Pain
( Cancer 

    ( Cold Feet/Hands    
( Depression 
        ( Diabetes

( Digestive Issues 
( Dizziness

    ( Eating Disorders   
( Fatigue
        ( Fibromyalgia
( Headaches/Migraines
( Heart Attack 

    ( Hepatitis

( High/Low BP
        ( HIV/AIDS

( Infertility
( Irritability/Mood Swings   ( Kidney Issues
( Light Sensitivity      ( Loss of Balance
( Loss of Smell/Taste
( Neck Stiffness/Pain            ( Numbness 

( Obesity
        ( Pins & Needles
( Respiratory Issues
( Ringing in Ears

    ( Seizures

( Stroke
        ( Ulcers

( Urinary Issues
List any additional symptoms and/or diseases: _______________________________________________________________
Are you currently taking any prescription, over-the-counter meds, or vitamins? ( Yes  ( No / If yes, please list: _________
_____________________________________________________________________________________________________

For Women Only
Do you have regular cycles? ( Yes  ( No  ( Menopause /  If no, what was the date of your last cycle?_________________
Do you have severe PMS? ( Yes   ( No / If yes, what are your symptoms? _______________________________________
Have you ever been on birth control? ( Yes   ( No / Currently on birth control? ( Yes   ( No / If yes, what type? ______
Are you pregnant? ( Yes   ( No / If yes, how many months? ________________  Are you nursing? ( Yes   ( No   ( N/A
List any additional health concerns: _______________________________________________________________________ 
Chief Complaint(s)
If you do not have a chief complaint and are here for wellness care, please skip the section below and initial here ________
What is your chief complaint(s)? __________________________________________________________________________
How long have you had this complaint(s)? __________________________________________________________________

How does this affect your life? ___________________________________________________________________________

Is your pain:  ( Mild   ( Moderate   ( Severe / Describe it:  ( Constant   ( Dull   ( Intermittent   ( Radiating   ( Sharp   
Since it began, it is:  ( About the same    ( Getting Better    ( Getting Worse    ( Variable _________________________
What makes it worse?  __________________________________________________________________________________

What makes it better?  __________________________________________________________________________________

Does it interfere with:  ( Exercise    ( Hobbies    ( Sitting    ( Sleep    ( Work     ( Walking    ( Other ______________
Is this complaint a result of an injury? ( Yes  ( No / If yes, please explain: _______________________________________

_____________________________________________________________________________________________________

Other treatments you use or have used for this complaint(s):
( Acupuncture  ( Chiropractic  ( Massage  ( Medicine  ( Physical Therapy  ( Surgery  ( None  (Other___________
Please list the physician(s) you see or have seen for this complaint (s): ___________________________________________
Any additional information you would like the doctor to know: ​_________________________________________________
_____________________________________________________________________________________________________

I herby certify that the statements and answers given on this form are accurate to the best of my recollection and knowledge. I agree to allow this office to examine me for further evaluation.

Signature ______________________________________________________________   Date ________/________/________ 
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