Name: Social Security #: Date:

Date of Birth: L] Male L] Female 01 Single [0 Married LI Widowed # of Children
Address: City: State: Zip
Phone #: Home: Work: Other: Email:

Your Health Profile

Your Current lifestyle:

The single most critical factor in your health potential is your current lifestyle. The things you do
regularly, both positively and negatively, and your willingness to change the negative habits have
more influence on your future health than any other factor.

| am here for: (] Wellness [ A Presenting Complaint (1 Both

Your Present Health Status:

| consider my general health: [ Excellent [ Good O] Fair 1 Poor
| Currently Exercise Times/ Days/week, Including: [ Aerobic [ Strength Building [ Stretching
About Your Diet: [ Vegetarian [ Veg. Plus Fish [ Veg., Fish & Poultry [ Omnivore [J Vegan

Do you eat diary? [ Yes [ No [J Commercial 1 Hormone Free Only [ Unsure

Weight Problem? [ Yes [ No Do You Smoke? [1Yes [INo Years [ Quit Years ago
Do you play adult sports? [1 Yes [ No List: Extreme sports? [1 Yes [ No List:
Stress Level: (Scale: 0-10/ 0=None, 10=Extreme) Occupation/career/school Personal

What methods do you to decrease stress?
Have you ever had a doctor prescribe a Wellness or Health Promotion Plan for you? [ Yes [ No

Describe:

What benefits did you gain:

Have you ever been checked on a regular basis for Nervous System interference (Subluxation)?

[0 Yes [No By Whom?

Name of medical doctor (if applicable) Alternative Provider(s)?

What supplements do you take regularly?

Medications? ] None

Do you have a diagnosed medical condition? List:
How much sleep do you get per nite? How much water do you drink per day?

Do you drink carbonated beverages? [ Diet [l Regular # of cans/week
Do you drink bottled or filtered water [ Yes [1 No

Have you had organs surgically removed? [1 Yes [1No Which ones?

Other Surgical Procedures?




Your Health History:

To help us better evaluate your health potential; knowing your history as completely as possible is
necessary. Please answer all questions regardless of their relationship to the reason for your visit
today.

Many health issues can be traced back to your developmental years. Please answer the following to
the best of your ability.

About your carly development (through age 16):

Did your mother take medications during pregnancy/delivery? [ Yes [ No
Was your mother under stress or was there trauma during pregnancy?

Were you born vaginally? [ Yes [1 No Circle Applicable: Forceps Suction MD Midwife

Did you receive routine vaccinations? [ Yes [1No [ Limited

Were you ill a lot? (More than twice per year) [l Yes [1No During what time frame?
List Childhood health issues if applicable:

Were you in any accidents? [1 Yes [ No

Did you suffer any traumas (mental/emotional or physical) [1 Yes [ No

What sports did you participate in? When?
What medication did you take?

Were you under regular Chiropractic care? [1 Yes [ No

Age 16 through Present:
Please check all applicable symptoms:

Present Past Present Past Present Past Present Pas

O [J Headaches O ] Chest Pain O J Ringing in Ears O ] Feet Cold

O O] Neck Pain (| [0 Shortness of Breathe O U] Ears Buzz (| [0 Hands Cold

O I Neck Stiff ([ L1 Dizziness O O Loss of Balance (| O Cold Sweats

O 01 Allergies ([ O Pns&Needes/Ams [ U1 Face Flushed ([ 0] Hot Flashes

O [ Sinus Problems O [ Pins &Needees/legs O I Fainting O O Irregular Menses
O O Ear Infections ([ 1 Numbness/Fingers O Ll Fever ([ 01 Painful Menses
O [0 Sleeping Problems O ] Numbness/ Toes O O Loss of Smell O [0 Skin Condition
O 1 Back Pain ([ L Fatigue O Ul Loss of Taste ([ 1 Weight Gain

O 1 Nervousness O (1 Depression O 1 Diarrhea O 1 Weight Loss

O [0 Tension O 1 Lights bother eyes O [J Constipation O (1 Leg Cramps

O O Irritability ([ LIMemory Loss O U Heartburn ([ O Other

Family Health Profile: We are concerned about the health of your loved ones as well. Please list these concerns:

Children: Note: Part of our commitment to your health
Spouse: includes helping to decrease your stress level
Parents: associated with the health of your family.
Therefore, it is our policy that any of them
can have a complimentary initial exam any
Other: time during the first 2 weeks of your care in
our office.

Siblings:




