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Patient Information

Date: / / Phone # -

Name: Email:

Address:

City: State: Zip:

Social Security Number: - - Date of Birth / /

Sex: [ [Male Marital Status: [ ] Married [ 1Single [ 1Widowed
[ 1Female [ 1Separated [ ] Divorced

Occupation: Employer:

Employer Address: Employer Phone: -

Spouse/Partner Name: Spouse/Partner Date of Birth: / /

Spouse/Partner Phone: - Spouse/Partner SS #: - -

Spouse/Partner Employer:

Whom may we thank for referring you?

Insurance Information (please provide copy of card to receptionist)

Responsible party: Relationship to Patient:
Insurance Co.: Group #:
Date of Birth: Jliitny Social Security #: - -

Is the patient covered by additional insurance? [ 1Yes [ ]No

Insurance Co.: Group #:

RELEASE

I, the undersigned, authorize the Dr. and his staff to release any information deemed appropriate concerning my physical condition to any
insurance company, claims adjuster, case nurse, claims reviewer, employer, health care provider or attoney in order to process any claim for
reimbursement or charges incurred by me as a result of professional services rendered and hereby release him/her of any consequences
thereof. | agree that a photostatic copy of this agreement shall serve as the original.

Responsible Party Signature  Relationship to Patient

ASSIGNMENT AND RELEASE
|, the undersigned, certify that | (or my dependent) have insurance coverage with and assign
directly to Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am

financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release all information necessary to
secure the payment of benefits. | authorize the use of this signature on all insurance submissions.

Responsible Party Signature Relationship to Patient




Your Health Profile : Why This Form is Important

At the Chiropractic Wellness Connection, we focus on your ability to be healthy. Our goals are to first
address the issues that brought you to this office and second, to offer you the opportunity of improved health,
wellness and quality of life in the future.

On a daily basis we all experience physical, biochemical and psychological/emotional stresses that can
accumulate and result in serious loss of health potential. Most times the effects are gradual and may not even be felt
until they become serious. Answering the following questions will give us a profile of the specific stresses, past and
present, that you face and allow us to better assess the challenges to your health potential.

Addressing what brought you to this office:

If you have no symptoms or complaints and are here for Chiropractic Wellness Services, please

skip to the "General History" section (next page), others please continue below.

Please briefly describe your chief concern including the effect it has had on your life.

If you are experiencing pain, is it? [ ] Sharp [1Dull Ache
Does the pain travel/radiate anywhere?  []No [1Yes - please describe
Since the problem started, it is? [ 1 About the same [ ] Getting Better [ ] Getting Worse

What makes it worse?

What have you done for this condition that has helped you feel better?

What have you done for this condition that was of no help?

Have you had, or felt the need to make any 'positive' changes in your life due to your condition? (i.e., eat better, exercise, less
alcohol or drugs, meditate, activities, etc.) If so what?

Other doctors seen for this condition: [] Chiropractor [ ] Medical Dr. []Other
1. Name/City:

Date: Diagnosis:

What was done?

2. Name/City:

Date: Diagnosis:

What was done?

Additional:




General History

Please mark all symptoms you have ever had, even if they do not seem related to your current problem:

[1Dizziness []Pins and needles in legs [] Fainting [ 1 Neck Pain

[ ] Headache [1Pins and needles in arms [ |Back Pain []Loss of balance
[] Loss of smell [ ] Buzzing in ears [1Ringing in ears [ 1 Nervousness
[1Numbness in fingers  [] Numbness in toes [] Loss of taste [] Stomach upset

[ ] Fatigue [ ] Depression [ 1 Irritability [] Tension

[ 1 Sleeping problems [] Stiff neck []Cold hands [1Cold feet

[ ] Diarrhea [ ] Constipation []1Fever [ ] Hot flashes
[1Cold sweats [ ] Lights bother eyes [] Urinary problems [ ] Heartburn
[1Mood swings [] Menstrual pain [] Menstrual Irregualrity [ 1 Ulcers

List any medications you are taking and why: (Prescription and non-prescription)

Have you had any surgery? (please include all surgery)

1.Type Date: Doctor:
2.Type Date: Doctor:
3.Type Date: Doctor:
4. Type Date: Doctor:

Accidents and/or injuries: auto, work related, or other (especially those related to your present problems).

1.Type Date: Hospitalized [1Yes  []No
2.Type Date: Hospitalized [1Yes []No
3.Type Date: Hospitalized ~ [1Yes  []No
Have you ever had x-rays taken? (if yes) When Where

Area of body:

Do you wear orthotics or heel lits? []Yes []No

Please list your top three negative stresses in each category:

1. Physical stress (posture, work, children, activities, sports, etc.)

2. Bio-chemical stress (smoke, unhealthy foods, missed meals, don't drink enough water, drugs, etc.)

3. Psychological stress (work, relationships, finances, self-esteem, etc.)




The Beginning Years:

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

(Birth to 17 yrs. of age)

Did you have any serious childhood illnesses?

Did you have any serious falls as a child?
Did you play youth sports?

Did you take/use any drugs (prescribed or not)?

Did you have any surgery?
Were you involved in any car accidents?

Was there prolonged use of medicine such as antibiotics/inhalers?

Did you suffer any other traumas (physical or emotional)?

Were you vaccinated?

Were you under regular chiropractic care?

COMMENTS:

Yes
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No
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Unsure

(]
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Bio-Chemical Stress

(Based on average day during the week)

Do you drink 10-12 glasses of water
(8 ounce servings) ?

Do you supplement with Fish Oils
or Flax Seeds ?

Do you consume 5-8 servings of fruits &
vegetebles (raw or steamed) ?

Do you consume 1 or more serving of
caffeine per day?

Do you consume 1 or more Nicotine
products daily?

Do you consume 1 or more
servings of Alcohol?

Do you take Medication?

Do you use Splenda or Artificial Sweetners?

Do you eat Pre-Made or Pre-Packaged Foods?

Do you eat fast foods?

Never
(0 days)

[

Rarely
(1-2 days)

[l

[l

[]

Occasionally
(3-5days)

[

Occasionally
(3-5 days)

(]

(]

[l

Rarely
(1-2 days)

[]



Bio-Emotional Stress Always Occasionally Rarely Never

(Based on then number of times experienced per day) (> 8X'S) (5-8x's) (2-5x's) (0-2x's)
Fear Confrontation of any kind [] [] [] []
Feelings of Guilt [] [] [] []
Avoid Attracting Attetntion to Yourself [] [] [ []
Feeling Unappreciated [] [l [ []
Feeling overwhelmed [] (] [] [
Feeling Depressed [] [] [] [
Feelings of Anxiety [ [] [] []
Feelings of Decreased [] [] [l [
Confidence

Feeling that You're not [l [] [] [

Accomplishing all you can
be in your Life

. . Always Sometimes Never
Bio-Physical Stress (4 weeks of month) (2 weeks of month) (0 weeks of month)
(Based on an avergae Month)
Do you spend at least 40 minutes (total) per [] [l [

week stretching ?
Do you exercise (20-60 minutes per

session) at least 3 days per week [] [] []
(cardio/weights/pilates)

Additional Questions

Yes No
If there is a need for dietary changes or nutrients would you like to be informed? [1] []
If there is a need for specific exercises would you like to be informed? [1] [1
If there is a need for support in the psychological/mind/body/stress dimension [] []
of health would you like to be informed?
Have you belonged to a health club ? [ []
Have you ever bought bottled water ? [l []

Have you ever consumed vitamins or supplements ? [] [l















