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PATIENT INFORMATION 

 

Today’s Date (Month/Day/Year):  ______/_____/______Date of Birth (Month/Day/Year): ______/_____/______  Age: _________ 

 

Legal Name:________________________________________________________________________________ Gender:   M     F  

 

Preferred Name: ____________________________________________________SSN:____________-__________-____________   

 

Address:____________________________________________________________________________________________________ 

 

City:______________________________________________     State:_______________        Zip:__________________________  

 

Phone: (______) ________________ Cell: (______) _______________ Email: ___________________________________________ 

 

Marital Status:  Single   Divorced   Widowed    Married: Spouse’s Name: ___________________________________________ 

 

Please list your children and their ages: 

1. __________________________________________________2._________________________________________________  

3. __________________________________________________4._________________________________________________ 

Work Status:  Employed    Retired   Disabled   Student (School Name:___________________________________________)  

 

Occupation: _________________________Employer: ________________________________Employer Phone: ________________ 

 

Name & Number of Emergency Contact: _________________________________________________________________________  

 

Who referred you to our office? _________________________________________________________________________________  

 

Please list your 5 major health concerns in order of importance: 

1. _______________________________________________________________________________________ 

2. ________________________________________________________________________________________ 

3. ________________________________________________________________________________________ 

4. ________________________________________________________________________________________ 

5. ________________________________________________________________________________________ 

 

PATIENT HABITS 

 

Sleep Cycle: 

I go to bed at __________pm.  I usually have difficulty falling asleep Yes No  

I frequently wake up in the middle of the night, between 1-3 am Yes No  

I typically wake up to start my day at __________am. and I usually feel (circle one: Well Rested OR Tired OR Exhausted).   

I  snore Yes No                

I had a sleep study performed and the doctor diagnosed me with sleep apnea Yes No 

Sleep study performed: When____________________________ By Whom: _____________________________________________ 

I use a sleep aid (C-PAP or medications) Yes No 
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PATIENT HABITS Continued 

Eating Habits: 

I typically eat breakfast at ________am  and it usually consists of_____________________________________________________.  

My morning routine does/does not include cigarettes.  My morning routine does/does not include coffee to “get the day started”? 

I have a morning snack at ____________am  and it consists of _______________________________________________________.  

I eat lunch at ____________ pm   and it consists of ________________________________________________________________.  

I have an afternoon snack at  __________pm    and it consists of ______________________________________________________.  

I eat dinner at ____________pm and it consists of __________________________________________________________________. 

I have an evening snack at ________pm and it consists of ____________________________________________________________.  

I eat out ________times/week.      I eat fish _________times/week.       I eat raw nuts/seeds ________times/week. 

The three worst foods I eat during the average week: ____________________, _____________________, _____________________ 

 

The three healthiest foods I eat during the average week: __________________, ____________________, _____________________ 

 
Have you ever had a nutrition consultation? Yes No 

 

Have you made any changes in your eating habits because of your health? Yes No 

Describe: _______________________________________________________________________________________________ 

 

Do you currently follow a special diet or nutritional program? Yes No 

Check all that apply: 

 Low Fat  Low Carbohydrate  High Protein  Low Sodium  Diabetic  Dairy-Free  Soy-Free   Gluten-Free 

 Vegetarian  Vegan  Ultrametabolism  Organic  

 Specific Program for Weight Loss/Maintenance Type: ______________________________________________________ 

 Other _______________________________________________________________________________________________  

Daily Fluid Intake:   

I typically consume _________glasses/bottles of water daily;   ________cups of tea ( black/green/herbal);    

________cups of coffee (choose one: decaf/regular/Starbuck’s _____________________________________________________) 

________soft drinks (diet/decaf/regular);  _________energy drinks;  ________ alcoholic beverages/week. 

 

Daily Routine: 

I begin work at _________am/pm  and typically finish by ________am/pm. 

My occupational stress level is _____/10 (0= no stress and 10= severe stress) and my personal stress level is  _______/10.    

My occupation requires me to be “on the road” frequently Yes No 

- -2days/wk) -4days/wk)   

Type of Exercise:  

Currently Smoking? Yes No How many years? __________ Packs per day: __________ Attempts to quit: __________ 

 

Previous Smoking? How many years? __________ Packs per day? __________  Second Hand Smoke Exposure? __________  
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PATIENT HABITS Continued 

Supplements: Please list the supplements/vitamins you currently take 

    SUPPLEMENT   DOSE      FREQUENCY       START DATE (MM/YR)    REASON FOR USE 

1. _________________________________________________________________________________________________________ 

2._________________________________________________________________________________________________________ 

3. _________________________________________________________________________________________________________ 

4._________________________________________________________________________________________________________ 

5. _________________________________________________________________________________________________________ 

6._________________________________________________________________________________________________________ 

 

Medications:  Please list the Prescribed AND Over-the-Counter medications you currently take: 

    MEDICATION       DOSE     FREQUENCY    START DATE (MM/YR)   REASON FOR USE 

1. _______________________________________________________________________________________________________ 

2.________________________________________________________________________________________________________ 

3. _______________________________________________________________________________________________________ 

4._________________________________________________________________________________________________________ 

5. ________________________________________________________________________________________________________ 

6._________________________________________________________________________________________________________ 

Have your  medications or supplements ever caused you unusual side effects or problems?  Yes  No  

Describe: ________________________________________________________________________________________________ 

 

Have you had prolonged or regular use of:  NSAIDS (Advil, Aleve, etc.), Motrin, Aspirin?      Tylenol       Allergy shots 

Acid Blocking Drugs (Tagamet, Zantac, Prilosec)    Antibiotics > 3 times/year       Corticosteroids (prednisone, nasal inhalers)   

Do you use creams or lotions of any kind? Facial/Eye    Revitalizing    Hormonal (Progesterone, Estrogen, Testosterone) 

Do you use oral contraceptives?  Yes  No 

 

MEDICAL HISTORY 

Who is your physician?________________________________________ Phone: ____________________ Fax: _________________ 

 

May we send OUR REPORT to your physician?  Y    N          

 

Have you benefitted from previous Chiropractic Care?   Y    N      When were you last adjusted?___________________________ 

 

Please list all other chiropractors/physicians/physical therapists/massage therapists you have seen for  your current complaints: 

1. ________________________________________________________________________________________________________   

2.________________________________________________________________________________________________________ 

3. ________________________________________________________________________________________________________ 
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MEDICAL HISTORY Continued 
 

Preventive Tests and Date of LAST Test - Check box if yes and provide date 

 Full Physical Exam ________________  Blood Test _______________________  Urine Test  ______________________    

 Bone Density _____________________  Colonoscopy _____________________  Cardiac Stress Test _______________  

 EKG ____________________________  Stool Test _______________________   MRI ____________________________          

 CT Scan _________________________  Radiograph _____________________  Upper Endoscopy__________________ 

 Upper GI Series ___________________  Ultrasound ______________________  Salivary Hormones  _______________ 

 

Surgeries -  Check box if yes and provide date of surgery 

 Appendectomy __________________________    Hysterectomy +/‐ Ovaries _________________ 

 Gall Bladder ____________________________    Hernia ________________________________ 

 Tonsillectomy __________________________    Dental Surgery _________________________ 

 Joint Replacement –Knee/Hip _____________    Heart Surgery–Bypass Valve ______________ 

 Angioplasty or Stent _____________________    Pacemaker _____________________________ 

 Others:_________________________________________________________________________________________________ 

 

Please list and date your significant infections, traumas, and accidents.  

1.____________________________________________________   3.__________________________________________________  

2. ____________________________________________________  4.__________________________________________________ 

 

Have you been DIAGNOSED with any of the following DISEASES? 

 
GASTROINTESTINAL 

 Irritable Bowel Syndrome ________________    Inflammatory Bowel Disease _____________  

 Crohn’s _______________________________    Ulcerative Colitis _______________________ 

 Gastritis or Peptic Ulcer _________________    GERD (reflux) _________________________ 

 Celiac Disease _________________________    Other ________________________________ 

Foreign Travel?   Yes  No    Where? _________________________________________________________________ 

Wilderness Camping?   Yes  No    Where?_________________________________________________________________ 

 
CARDIOVASCULAR 

 Heart Attack __________________________    Stroke ________________________________            

 Elevated Cholesterol ____________________    Elevated Triglycerides___________________ 

 Arrhythmia (irregular heart rate) __________    Hypertension (high blood pressure) _______ 

 Rheumatic Fever _______________________    Mitral Valve Prolapse ___________________ 

 Anemia _______________________________    Other __________________________________ 
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MEDICAL HISTORY Continued 
 

METABOLIC/ENDOCRINE 

 Type 1 Diabetes ________________________    Type 2 Diabetes ________________________ 

 Hypoglycemia _________________________    Metabolic Syndrome ____________________ 

 Insulin Resistance or Pre‐Diabetes _________    Hypothyroidism (low thyroid) ____________ 

 Hyperthyroidism (overactive thyroid)______    Hashimoto’s Autoimmune Thyroid ________ 

 Polycystic Ovarian Syndrome (PCOS) _____    Infertility______________________________ 

 Weight Gain___________________________    Weight Loss ___________________________ 

 Frequent Weight Fluctuations____________    Bulimia _______________________________ 

 Anorexia ______________________________    Binge Eating Disorder___________________ 

 Night Eating Syndrome__________________    Eating Disorder (non‐specific) ____________ 

 
CANCER 

 Lung Cancer ___________________________    Breast Cancer __________________________ 

 Colon Cancer __________________________    Ovarian Cancer ________________________ 

 Prostate Cancer ________________________    Skin Cancer ___________________________ 

 

GENITAL AND URINARY SYSTEMS 

 Kidney Stones __________________________    Gout _________________________________ 

 Interstitial Cystitis ______________________    Frequent Urinary Tract Infections _________ 

 Frequent Yeast Infections ________________    Erectile Dysfunction or Sexual Dysfunction ______ 

 Other _______________________________________________________________________________________________ 

 
INFLAMMATORY/AUTOIMMUNE 

 Chronic Fatigue Syndrome _______________    Autoimmune Disease ____________________ 

 Rheumatoid Arthritis ____________________    Lupus SLE_ ____________________________ 

 Immune Deficiency Disease ______________    Herpes‐Genital _________________________ 

 Severe Infectious Disease ________________    Poor Immune Function __________________ 

 Frequent Infections _____________________    Food Allergies ___________________________ 

 Environmental Allergies __________________    Multiple Chemical Sensitivities ____________ 

ONTINUED) 

 
RESPIRATORY DISEASES 

 Asthma________________________________    Chronic Sinusitis _______________________ 

 Bronchitis_____________________________    Emphysema ___________________________ 

 Pneumonia ____________________________    Tuberculosis ___________________________ 

 Sleep Apnea ___________________________    Other _________________________________ 
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MEDICAL HISTORY Continued 

SKIN DISEASES 

 Eczema _______________________________    Psoriasis ______________________________ 

 Acne _________________________________    Melanoma_____________________________ 

 Skin Cancer ___________________________    Other ________________________________ 

 

NEUROLOGIC/MOOD 

 Depression ___________________________    Anxiety ______________________________ 

 Bipolar Disorder _______________________    Schizophrenia _________________________ 

 Headaches ____________________________    Migraines _____________________________ 

 ADD/ADHD________________________    Autism _______________________________ 

 Mild Cognitive Impairment ______________    Memory Problems _____________________ 

 Parkinson’s Disease ____________________    Multiple Sclerosis ______________________ 

 ALS _________________________________    Seizures_______________________________ 

 Other Neurological Problems ______________________________________________________________________ 

 

MUSCULOSKELETAL/PAIN 

 Osteoarthritis __________________________    Fibromyalgia ___________________________ 

 Chronic Pain ___________________________    Other _________________________________ 

OGIC HISTORY (FOR WOMEN ONLY) 

Obstetric History - Check box if yes and provide number 

Are you pregnant?  Yes  No    How many weeks? ________________________________________________                         

 Pregnancies_________   Caesarean__________   Vaginal deliveries__________  Miscarriage________  

 Abortion___________   Post Partum Depression   Toxemia     Gestational Diabetes  

 Breast Feeding For how long?___________________________________________________________________ 

 

Menstrual History 

Age at First Period:________ Menses Frequency:_________ Length:_________ Pain:  Yes  No     Clotting:  Yes  No 

Has your period ever skipped?___________ For how long?__________   Last Menstrual Period:_________________________ 

Use of hormonal contraception such as:  Birth Control Pills   Patch   NuvaRing   How long?_____________________ 

Do you use contraception?  Yes  No;  Condom Diaphragm  IUD Partner Vasectomy 

 

Womenôs Disorders ï Hormonal Imbalances 

Fibrocystic Breasts   Endometriosis     Fibroids    Infertility    Painful Periods    Heavy periods    PMS 

Last Mammogram:_________________ Breast Biopsy/Date:________________ BRCA Gene Test? Positive Negative 

Last PAP Test:____________________  Normal      Abnormal 

Last Bone Density:_________________ Results:  High     Low       Within Normal Range 

Are you in menopause?  Yes  No             Age When Menopause Began: _______________ 

Do you suffer any of these menopausal symptoms? Hot Flashes    Mood Swings     Concentration/Memory Problems 

Vaginal Dryness   Decreased Libido    Loss of Control of Urine   Use of hormone replacement therapy __________ 
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MEDICAL HISTORY Continued 

 

Male Disorders HISTORY (FOR MEN ONLY) 

Date of your last PSA done ___________ PSA Level: 0‐2      2‐4      4‐10      >10 

Have you had any of the following in the last year?  Prostate Enlargement    Prostate infection      Prostate cancer   

Prostate “shots”  (i.e.: Eligard)        Change in Libido    Impotence    Difficulty Obtaining an Erection            

Difficulty Maintaining an Erection   Decreased Frequency of Morning Erections   Enlarged breasts  Fluid discharge 

from nipples    Nocturia (urination at night)    Urgency/Hesitancy/Change in Urinary Stream      Loss of Control of 

Urine 

STORY 
Environmental & Detoxification Assessment 

Do you have known adverse food reactions or sensitivities?  Yes  No 

If yes, describe symptoms:__________________________________________________________________________________ 
 

Do you have any specific food allergies or sensitivities?  Yes  No 

If yes, list all:_____________________________________________________________________________________________ 
 

Do you have an adverse reaction to caffeine?  Yes  No    

When you drink caffeine do you feel: Irritable or wired     Aches & Pains 

 
Do you adversely react to (Check all that apply): 

Monosodium glutamate (MSG)   Aspartame (NutraSweet)  Caffeine Bananas  Garlic   Onion  Cheese 

Citrus Chocolate   Alcohol/Red Wine    Sulfites (wine, dried fruit, salad bars)     Preservatives (ex. sodium 

benzoate)     Other: 

______________________________________________________________________________________________ 
 
Which of these significantly affect you? Check all that apply: 

Cigarette Smoke   Perfumes/Colognes   Auto Exhaust Fumes   Other: _______________________________________ 

 

In your work or home environment, are you exposed to: Chemicals      Electromagnetic Radiation       Mold 

Have you ever turned yellow (jaundiced)?  Yes  No 

Have you ever been told you have Gilbert’s syndrome or a liver disorder?  Yes  No 

Explain: _______________________________________________________________________________________________ 
 
Do you have a known history of significant exposure to any harmful chemicals such as: 

Herbicides    Insecticides (frequent visits of exterminator)   Pesticides     Organic Solvents   Heavy Metals  

Chemical Name, Date, Length of Exposure: 
_________________________________________________________________________________________________ 

Do you dry clean your clothes frequently?  Yes  No 

Do you or have you lived or worked in a damp or moldy environment or had other mold exposures?  Yes  No 

Do you have any pets or farm animals?  Yes  No 
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FAMILY MEDICAL HISTORY 

 

 
Check all that apply Mother Father Brother Sister Children Motherôs 

Parents 
Fatherôs 
Parents 

Aunts Uncles 

Age      N/A N/A N/A N/A 

Cancers          
Colon Cancer          
Breast Cancer          
Ovarian Cancer          
Heart Disease          
Hypertension          
Obesity          
Diabetes          
Stroke          
Inflammatory Arthritis 
(Rheumatoid, Psoriatic) 

         

Inflammatory Bowel 
Disease 

         

Celiac Disease          
Autoimmune Disease 
(Lupus, Thyroid, Vitiligo) 

         

Multiple Sclerosis          
Thyroid Disorder          
Asthma          
Food Allergies          
Environmental Allergies          
Psoriasis/Eczema          
Parkinsonôs or other Tremor          
Lou Gehrigôs or (ALS)          
Dementia          
Depression          
Bipolar          
ADD/ADHD          
Autism          
Substance Abuse           
Genetic Disorder          
Scoliosis          
Seizures          
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SECTION A 

• Is your memory noticeably declining?................................................................. 0 1 2 3 

• Are you having a hard time remembering names and phone numbers?............... 0 1 2 3 

• Is your ability to focus noticeably declining?...................................................... 0 1 2 3 

• Has it become harder for you to learn things?..................................................... 0 1 2 3 

• How often do you have a hard time remembering your appointments?.............. 0 1 2 3 

• Is your temperament getting worse in general?................................................... 0 1 2 3 

• Are you losing your attention span endurance? ……………………………….. 0 1 2 3 

• How often do you find yourself down or sad? ……………………………….. 0 1 2 3 

• How often do you fatigue when driving compared to the past?.......................... 0 1 2 3 

• How often do you fatigue when reading compared to the past?.......................... 0 1 2 3 

• How often do you walk into rooms and forget why?........................................... 0 1 2 3 

• How often do you pick up your cell phone & forget why?.................................. 0 1 2 3 

 

SECTION B 

• How high is your stress level? …………………………………………………. 0 1 2 3 

• How often do you feel that you have something that must be done?.................... 0 1 2 3 

• Do you feel you never have time for yourself? ………………………………… 0 1 2 3 

• How often do you feel you are not getting enough sleep or rest?......................... 0 1 2 3 

• Do you find it difficult to get regular exercise?.................................................. 0 1 2 3 

• Do you feel uncared for by the people in your life?.............................................. 0 1 2 3 

• Do you feel you are not accomplishing your life’s purpose?............................... 0 1 2 3 

• Is sharing your problems with someone difficult for you?................................... 0 1 2 3 

 

SECTION 1 - S 

• Are you losing your pleasure in hobbies and interests? ………………………. 0 1 2 3 

• How often do you feel overwhelmed with ideas to manage?............................... 0 1 2 3 

• How often do you have feelings of inner rage (anger)? ……………………….. 0 1 2 3 

• How often do you have feelings of paranoia? ……………………………….. 0 1 2 3 

• How often do you feel sad or down for no reason?.............................................. 0 1 2 3 

• How often do you feel like you are not enjoying life?......................................... 0 1 2 3 

• How often do you feel you lack artistic appreciation?.......................................... 0 1 2 3 

• How often do you feel depressed in overcast weather?........................................ 0 1 2 3 

• How much are you losing your enthusiasm for your favorite activities? ……… 0 1 2 3 

• How much are you losing enjoyment for your favorite foods?............................ 0 1 2 3 

• How much are you losing your enjoyment of friendships and relationships?..... 0 1 2 3 

• How often do you have difficulty falling into deep restful sleep?....................... 0 1 2 3 

• How often do you have feelings of dependency on others?.................................. 0 1 2 3 

• How often do you feel more susceptible to pain?................................................. 0 1 2 3 

• How often do you have feelings of unprovoked anger? ………………………... 0 1 2 3 

• How much are you losing interest in life?............................................................. 0 1 2 3 

 

Neurotransmitter Assessment Form: 

Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always. 
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SECTION 2 - D 

• How often do you have feelings of hopelessness?................................................ 0 1 2 3 

• How often do you have self-destructive thoughts?............................................... 0 1 2 3 

• How often do you have an inability to handle stress?........................................... 0 1 2 3 

• How often do you have anger and aggression while under stress?....................... 0 1 2 3 

• How often do you feel you are not rested even after long hours of sleep?........... 0 1 2 3 

• How often do you prefer to isolate yourself from others?.................................... 0 1 2 3 

• How often do you have unexplained lack of concern for family and friends?..... 0 1 2 3 

• How easily are you distracted from your tasks? ……………………………….. 0 1 2 3 

• How often do you have an inability to finish tasks?........................................... 0 1 2 3 

• How often do you feel the need to consume caffeine to stay alert?..................... 0 1 2 3 

• How often do you feel your libido has been decreased? ………………………. 0 1 2 3 

• How often do you lose your temper for minor reasons? ………………………. 0 1 2 3 

• How often do you have feelings of worthlessness?.............................................. 0 1 2 3 

 

SECTION 3 - G 

• How often do you feel anxious or panic for no reason? ………………………. 0 1 2 3 

• How often do you have feelings of dread or impending doom?.......................... 0 1 2 3 

• How often do you feel knots in your stomach?.................................................... 0 1 2 3 

• How often do you have feelings of being overwhelmed for no reason?.............. 0 1 2 3 

• How often do you have feelings of guilt about everyday decisions?.................... 0 1 2 3 

• How often does your mind feel restless?.............................................................. 0 1 2 3 

• How difficult is it to turn your mind off when you want to relax?...................... 0 1 2 3 

• How often do you have disorganized attention? ……………………………….. 0 1 2 3 

• How often do you worry about things you were not worried about before?....... 0 1 2 3 

• How often do you have feelings of inner tension and inner excitability? ……… 0 1 2 3 

 

SECTION 4 - ACH 

• Do you feel your visual memory (shapes & images) is decreased?..................... 0 1 2 3 

• Do you feel your verbal memory is decreased? ………………………………. 0 1 2 3 

• Do you have memory lapses?............................................................................... 0 1 2 3 

• Has your creativity been decreased? ……………………………………………. 0 1 2 3 

• Has your comprehension been diminished?.......................................................... 0 1 2 3 

• Do you have difficulty calculating numbers?....................................................... 0 1 2 3 

• Do you have difficulty recognizing objects & faces?........................................... 0 1 2 3 

• Do you feel like your opinion about yourself has changed?................................. 0 1 2 3 

• Are you experiencing excessive urination?........................................................ 0 1 2 3 

• Are you experiencing slower mental response? ………………………………… 0 1 2 3 
 

 

 

 

 

 

Neurotransmitter Assessment Form: 

Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always. 
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Category I 

Feeling that bowels do not empty completely……….. 0 1 2 3 

Lower abdominal pain relief by passing stool or gas.. 0 1 2 3 

Alternating constipation and diarrhea……………….. 0 1 2 3 

Diarrhea……………………………………………… 0 1 2 3 

Constipation…………………………………………. 0 1 2 3 

Hard, dry, or small stool…………………………...… 0 1 2 3 

Coated tongue of “fuzzy” debris on tongue ………… 0 1 2 3 

Pass large amount of foul smelling gas ……...……… 0 1 2 3 

More than 3 bowel movements daily ……………….. 0 1 2 3 

Use laxatives frequently …………………………….. 0 1 2 3 

 

Category II 

Excessive belching, burping, or bloating……………. 0 1 2 3 

Gas immediately following a meal …………………. 0 1 2 3 

Offensive breath………………...…………………… 0 1 2 3 

Difficult bowel movements …………………………. 0 1 2 3 

Sense of fullness during and after meals ……………. 0 1 2 3 

Difficulty digesting fruits & vegetables; 

undigested foods found in stools…………………….. 0 1 2 3 

 

Category III 

Stomach pain, burning, aching 1- 4 hours after eating 0 1 2 3 

Use antacids ………………………………………… 0 1 2 3 

Feel hungry an hour or two after eating …………….. 0 1 2 3 

Heartburn when lying down or bending forward……. 0 1 2 3 

Temporary relief from antacids, food, 

milk, carbonated beverages …………………………. 0 1 2 3 

Digestive problems subside with rest and relaxation..  0 1 2 3 

Heartburn due to spicy foods, chocolate, citrus, 

peppers, alcohol, and caffeine ………………………. 0 1 2 3 

 

Category IV 

Roughage and fiber cause constipation……………… 0 1 2 3 

Indigestion and fullness lasts 2-4 

hours after eating ………………………………….… 0 1 2 3 

Pain, tenderness, soreness on left side 

under rib cage………………..……………………… 0 1 2 3 

Excessive passage of gas …………………………… 0 1 2 3 

Nausea and/or vomiting ……………………………. 0 1 2 3 

Stool undigested, foul smelling, 

mucous-like, greasy, or poorly formed …………… 0 1 2 3 

Frequent urination ………………………………… 0 1 2 3 

Increased thirst and appetite ………………………… 0 1 2 3 

Difficulty losing weight …………………………… 0 1 2 3 

 

 

 

 

 

 

 

Category V 

Greasy or high-fat foods cause distress……………  0 1 2 3 

Lower bowel gas and or bloating 

several hours after eating …………………………… 0 1 2 3 

Bitter metallic taste in mouth,  

especially in the morning……………………………. 0 1 2 3 

Unexplained itchy skin ……………………………… 0 1 2 3 

Yellowish cast to eyes ………………………………. 0 1 2 3 

Stool color alternates from clay colored 

to normal brown …………………………………….. 0 1 2 3 

Reddened skin, especially palms……………………. 0 1 2 3 

Dry or flaky skin and/or hair ……………...………… 0 1 2 3 

History of gallbladder attacks or stones …………….. 0 1 2 3 

Have you had your gallbladder removed……………. Yes No 

 

Category VI 

Crave sweets during the day……………………… 0 1 2 3 

Irritable if meals are missed……………………….. 0 1 2 3 

Depend on coffee to keep yourself going or started… 0 1 2 3 

Get lightheaded if meals are missed ………………… 0 1 2 3 

Eating relieves fatigue……………………………….. 0 1 2 3 

Feel shaky, jittery, or have tremors …………………. 0 1 2 3 

Agitated, easily upset, nervous …………………… 0 1 2 3 

Poor memory/forgetful ……………………………… 0 1 2 3 

Blurred vision ……………………………………… 0 1 2 3 

 

Category VII 

Fatigue after meals ………………………………….. 0 1 2 3 

Crave sweets during the day………………………… 0 1 2 3 

Eating sweets does not relieve cravings for sugar ….. 0 1 2 3 

Must have sweets after meals ……………………….. 0 1 2 3 

Waist girth is equal or larger than hip girth………….. 0 1 2 3 

Frequent urination…………………………………… 0 1 2 3 

Increased thirst and appetite…………………………. 0 1 2 3 

Difficulty losing weight…………………………….. 0 1 2 3 

 

Category VIII 

Cannot stay asleep ………………………………… 0 1 2 3 

Crave salt ……………………………………………. 0 1 2 3 

Slow starter in the morning …………………………. 0 1 2 3 

Afternoon fatigue …………………………………. 0 1 2 3 

Dizziness when standing up quickly………………… 0 1 2 3 

Afternoon headaches ……………………………… 0 1 2 3 

Headaches with exertion or stress …………………. 0 1 2 3 

Weak nails ………………………………………….. 0 1 2 3 

 

 

Metabolic Assessment Form: 

Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always. 
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Category IX 

Cannot fall asleep …………………………………… 0 1 2 3 

Perspire easily ………………………………………. 0 1 2 3 

Under high amounts of stress……………………….. 0 1 2 3 

Weight gain when under stress …………………….. 0 1 2 3 

Wake up tired even after 6 or more hours of sleep….  0 1 2 3 

Excessive perspiration or perspiration with 

little or no activity ………………………………… 0 1 2 3 

 

Category X 

Tired, sluggish ………………………………………. 0 1 2 3 

Feel cold – hands, feet, all over …………………….. 0 1 2 3 

Require excessive amounts of sleep to 

function properly ………………………………….… 0 1 2 3 

Increase in weight gain even with low-calorie diet…  0 1 2 3 

Gain weight easily ……………………………..……. 0 1 2 3 

Difficult, infrequent bowel movements …………….. 0 1 2 3 

Depression, lack of motivation …………………… 0 1 2 3 

Morning headaches that wear off 

as the day progresses …………..…………………… 0 1 2 3 

Outer third of eyebrow thins ……………………… 0 1 2 3 

Thinning of hair on scalp, face, or genitals or 

excessive falling hair ………………..……………… 0 1 2 3 

Dryness of skin and/or scalp ……………………… 0 1 2 3 

Mental sluggishness ………………………………… 0 1 2 3 

 

Category XI 

Heart palpitations …………………………………… 0 1 2 3 

Inward trembling ………………………………… 0 1 2 3 

Increased pulse even at rest …………………………. 0 1 2 3 

Nervous and emotional …………………………… 0 1 2 3 

Insomnia …………………………………………….. 0 1 2 3 

Night sweats…………………………………………. 0 1 2 3 

Difficulty gaining weight………………………….. 0 1 2 3 

 

Category XII 

Diminished sex drive ………………………..……… 0 1 2 3 

Menstrual disorders or lack of menstruation……….. 0 1 2 3 

Increased ability to eat sugars without symptoms…..  0 1 2 3 

 

Category XIII 

Increased sex drive …………………..……………… 0 1 2 3 

Tolerance to sugars reduced ………………………… 0 1 2 3 

“Splitting” type headaches ………………………….. 0 1 2 3 

 

 

 

 

 

 

 

 

 

 

Category XIV (Males Only) 

Urination difficulty or dribbling ….………………… 0 1 2 3 

Frequent urination ………………………………… 0 1 2 3 

Pain inside of legs or heels ………………..………… 0 1 2 3 

Feeling of incomplete bowel evacuation …………. 0 1 2 3 

Leg nervousness at night…………..………………… 0 1 2 3 

 

Category XV (Males Only) 

Decrease in libido …………………………………… 0 1 2 3 

Decrease in spontaneous morning erections………… 0 1 2 3 

Decrease in fullness of erections ……………………. 0 1 2 3 

Difficulty in maintaining morning erections………. 0 1 2 3 

Spells of mental fatigue……………………………… 0 1 2 3 

Inability to concentrate ……………………………… 0 1 2 3 

Episodes of depression ……………………………… 0 1 2 3 

Muscle soreness ……………...…………………… 0 1 2 3 

Decrease in physical stamina……………………… 0 1 2 3 

Unexplained weight gain……………………………. 0 1 2 3 

Increase in fat distribution around chest and hips …. 0 1 2 3 

Sweating attacks…………………………………….. 0 1 2 3 

More emotional than in the past…………………….. 0 1 2 3 

 

Category XVI (Menstruating Females Only) 

Are you perimenopausal ……………………………. Yes No 

Alternating menstrual cycle lengths…………………. Yes No 

Extended menstrual cycle, greater than 32 days…….  Yes No 

Shortened menses, less than every 24 days …………. Yes No 

Pain and cramping during periods …..……………… 0 1 2 3 

Scanty blood flow ………………………………… 0 1 2 3 

Heavy blood flow …………………………………… 0 1 2 3 

Breast pain and swelling during menses ……………. 0 1 2 3 

Pelvic pain during menses …………..………… 0 1 2 3 

Irritable and depressed during menses………………. 0 1 2 3 

Acne breakouts………………………………………. 0 1 2 3 

Facial hair growth…………………………………… 0 1 2 3 

Hair loss/thinning……………………………………. 0 1 2 3 

 

Category XVII (Menopausal Females Only) 

How many years have you been menopausal? ________ 

Since menopause, do you ever have uterine bleeding? Yes No 

Hot flashes…………………………………………… 0 1 2 3 

Mental fogginess ……………………………………. 0 1 2 3 

Disinterest in sex ……………………………………. 0 1 2 3 

Mood swings ……………………………………… 0 1 2 3 

Depression …………..……………………………… 0 1 2 3 

Painful intercourse………………………………… 0 1 2 3 

Shrinking breasts …………………………………. 0 1 2 3 

Facial hair growth ………………………………… 0 1 2 3 

Acne ………………………………………………. 0 1 2 3 

Increased vaginal pain, dryness or itching………… 0 1 2 3 

 

Metabolic Assessment Form: 

Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always. 
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GENERAL 

 Cold Hands & Feet   Cold Intolerance   Low Body Temperature   Low Blood Pressure 

 Daytime Sleepiness   Difficulty Falling Asleep   Early Waking   Fatigue 

 Fever     Flushing    Heat Intolerance   Night Walking 

 Nightmares    No Dream Recall 

 

HEAD, EYES & EARS 

 Conjunctivitis    Distorted Sense of Smell  Distorted Taste   Ear Fullness 

 Ear Pain    Ear Ringing/Buzzing   Lid Margin Redness   Eye Crusting 

 Eye Pain    Hearing Loss    Hearing Problems   Headache 

 Migraine    Sensitivity to Loud Noises  Vision problems (other than glasses) 

 Macular Degeneration   Vitreous Detachment   Retinal Detachment 

 

 

MUSCULOSKELETAL 

 Back Muscle Spasm   Calf Cramps    Chest Tightness   Foot Cramps 

 Joint Deformity   Joint Pain    Joint Redness    Joint Stiffness 

 Muscle Pain    Muscle Spasms   Muscle Stiffness   Muscle Weakness 

 Muscle Twitch Around Eyes  Muscle Twitch Arms or Legs  Neck Muscle Spasm   Tendonitis  

 Tension Headache   TMJ Problems 

 

MOOD/NERVES 

 Agoraphobia    Anxiety    Auditory Hallucinations   Black‐out 

 Depression    Dizziness (Spinning)   Fainting    Fearfulness 

 Irritability    Light‐headedness   Numbness    Other Phobias 

 Panic Attacks    Paranoia    Seizures    Suicidal Thoughts 

 Tingling    Tremor/Trembling   Visual Hallucinations 

Difficulty: 

 Concentrating   With Balance    With Thinking    With Judgment 

 With Speech   With Memory 

 
 

 

 

 

 

 

 

 

Symptoms Review: 

Please check all symptoms occurring or present in the past 6 months. 
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DIGESTION 

 Anal Spasms    Bad Teeth    Bleeding Gums   Oral Blisters 

 
Bloating of: 

 Lower Abdomen  Whole Abdomen   Bloating After Meals 

 Blood in Stools   Burping    Canker Sores    Cold Sores 

 Constipation    Cracking at Corner of Lips  Cramps    Dentures  

 Diarrhea    Difficulty Swallowing   Dry Mouth    Excess Flatulence/Gas 

 Fissures    Foods “Repeat” (Reflux)   Gas     Heartburn 

 Hemorrhoids    Indigestion    Nausea    Upper Abdominal Pain 

 Vomiting    Alternating Diarrhea/Constipation 

 
Intolerance to: 

 Lactose   All Dairy Products   Gluten (Wheat, Rye, Barley, Oats)  Corn 

 Eggs    Fatty Foods    Yeast 

 

 Liver Disease/Jaundice(Yellow Eyes or Skin)    Abnormal Liver Function Tests  Lower Abdominal Pain 

 Mucus in Stools   Periodontal Disease   Sore Tongue    Strong Stool Odor 

 Undigested Food in Stool 

 
SKIN PROBLEMS 

 Acne on Back    Acne on Chest    Acne on Face    Acne on Shoulders 

 Athlete’s Foot    Bumps on Back of Upper Arms  Cellulite    Dark Circles Under Eyes 

 Ears Get Red    Easy Bruising    Lack Of Sweating   Too Much Sweating 

 Eczema    Hives     Jock Itch    Lackluster Skin 

 Moles w/Color/Size Change  Oily Skin    Pale Skin    Patchy Dullness 

 Rash     Red Face    Sensitivity to Bites   Shingles 

 Sensitivity to Poison Ivy/Oak  Skin Darkening   Strong Body Odor   Hair Loss 

 Vitiligo 

 

ITCHING SKIN 

 Skin in General   Anus     Arms     Ear Canals 

 Eyes     Feet     Hands    Legs 

 Nipples    Nose     Penis     Roof of Mouth 

 Scalp     Throat    

 

 

 

Symptoms Review: 

Please check all symptoms occurring or present in the past 6 months. 
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DRYNESS OFé 

 Eyes     Feet (Crack or Peel?)  Hands (Crack or Peel?)   Hair  

 Mouth/Throat    Scalp (Dandruff?)   Skin In General 

 

LYMPH NODES 

 Enlarged/Tender neck   Enlarged/Tender Axilla   Enlarged/Tender Groin 

 

NAILS 

 Bitten    Brittle    Curve Up    Frayed 

 Fungus‐Fingers   Fungus‐Toes    Pitting    Ragged Cuticles 

 Ridges    Soft     Thickening Fingernails   Thickening Toenails 

 White Spots/Lines 

 

RESPIRATORY 

 Bad Breath    Bad Odor in Nose   Cough‐Dry    Cough‐Productive 

 Hoarseness    Sore Throat    Hayfever     Nasal Stuffiness 

 Nose Bleeds    Post Nasal Drip   Sinus Fullness    Sinus Infection 

 Snoring    Wheezing    Winter Stuffiness 

 

CARDIOVASCULAR 

 Angina/chest pain   Breathlessness    Heart Murmur    Irregular Pulse 

 Palpitations    Phlebitis    Swollen Ankles/Feet   Varicose Veins 

 

URINARY 

 Bed Wetting    Hesitancy     Infection    Kidney Disease 

 Leaking/Incontinence   Pain/Burning    Prostate Infection   Urgency 

 

MALE REPRODUCTIVE 

 Discharge From Penis   Ejaculation Problem   Genital Pain    Impotence 

 Prostate or Urinary Infection  Lumps In Testicles   Poor Libido (Sex Drive) 

 

FEMALE REPRODUCTIVE 

 Breast Cysts/Lumps   Breast Tenderness   Ovarian Cyst    Poor Libido (Sex Drive) 

 Vaginal Discharge   Vaginal Odor    Vaginal Itch    Vaginal Pain with Sex 

 

Premenstrual:    Bloating Breast Tenderness  Carbohydrate Cravings   Chocolate Cravings 

 Constipation    Decreased Sleep   Diarrhea    Fatigue 

 Increased Sleep   Irritability 

 

Menstrual:    Cramps    Heavy Periods    Irregular Periods 

 No Periods    Scanty Periods    Spotting Between 
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READINESS  ASSESSMENTé Rate on a scale of 5 (very willing) to 1 (not willing): 

 

In order to improve your health, how willing are you to:  
 
Significantly modify your diet..........................................................................  O 5 O 4 O 3 O 2 O 1 
Take several nutritional supplements each day..............................................  O 5 O 4 O 3 O 2 O 1 
Keep a record of everything you eat each day.................................................  O 5 O 4 O 3 O 2 O 1 
Modify your lifestyle (e.g., work demands, sleep habits) ...............................  O 5 O 4 O 3 O 2 O 1 
Practice a relaxation technique .......................................................................  O 5 O 4 O 3 O 2 O 1 
Engage in regular exercise ...............................................................................  O 5 O 4 O 3 O 2 O 1 
Have periodic lab tests to assess your progress...............................................  O 5 O 4 O 3 O 2 O 1 
Comments 
________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Rate on a scale of 5 (very confident) to 1 (not confident at all): 

How confident are you of your ability to organize and follow through on the above health-related activities?       
O 5 O 4 O 3 O 2 O 1 
 
If you are not confident of your ability, what aspects of yourself or your life lead you to question your capacity to 
fully engage in the above activities? 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Rate on a scale of 5 (very supportive) to 1 (very unsupportive): 

How supportive do you think the people in your household will be? O 5 O 4 O 3 O 2 O 1 
Comments: 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Rate on a scale of 5 (very frequent contact) to 1 (very infrequent contact): 

How much on‐going support and contact (e.g., telephone & e‐mail correspondence) from our professional staff 
would be helpful to you as you implement your personal health program? O 5 O 4 O 3 O 2 O 1 
Comments: 
_________________________________________________________________________________________________ 
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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS 
 

Name of Facility or Person: _________________________________________________________________________ 
Address: _________________________________________________________________________________________ 
Telephone #: (_____ ) ___________ ‐ ________________      Fax #: (______ ) ___________ ‐ ___________________ 
 

PURPOSE OF THIS RELEASE: 

You are hereby authorized to furnish and release to THE CHIROPRACTIC NEUROLOGY & WELLNESS CENTER 
all information from my medical, psychological, and other health records, with no limitation placed on history of 
illness, or diagnostic, or therapeutic information, including the furnishing of photocopies of all written 
documents pertinent thereto. 
 
In addition to the above general authorization to release my protected health information, I further authorize 
release of the following information if it is contained in those records: 
 

Alcohol or Drug Abuse: O Yes O No 
Note: With respect to drug and alcohol abuse treatment information, or records regarding communicable 
disease related information, the information is from confidential records which are protected by state, or 
federal laws, that prohibit further disclosure with the specific written consent of the person to whom they 
pertain, or as otherwise permitted by law. A general authorization for the release of the protected health 
information is not sufficient for this purpose. 

 
This authorization can be revoked in writing at any time except to the extent that disclosure made in good faith 
has already occurred in reliance on this authorization. 
 
I hereby release THE CHIROPRACTIC NEUROLOGY & WELLNESS CENTER from legal responsibility, or 
liability for the release of the above information to the extent authorized. A copy of this authorization shall be 
valid as the original. 
 
I understand there may be a fee for this service depending on the number of pages photocopied. However, no 
such fee will be charged if these records are requested for continuing medical care. 
 
I understand that I have the right to refuse to sign this authorization. 
 
 
Print Patient Name: ________________________________________________ D.O.B._________________________ 
 
Signature: ________________________________________________________ Date: __________________________ 
 

 

Please forward records to the address OR fax number  
provided at the bottom of this document 
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ACKNOWLEDGEMENT  OF  NOTICE 
 

I, _____________________________ acknowledge that the Notice of Privacy Practices (aka Notice) for Chiropractic Neurology & 

Wellness Center has been made available to me.  I understand that I have the right to review the Notice prior to signing this document. 

The Notice describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of 

my bills, and/or the performance of healthcare operations at Chiropractic Neurology & Wellness Center.  

 

Chiropractic Neurology & Wellness Center reserves the right to change the privacy practices that are described in the Notice. I 

understand that I may obtain a revised Notice at www.cnwcenter.com by calling and requesting a copy by mail, or by picking one up at 

one of the offices.  

 

_______________________________________________________________________  _____________________  

Signature of Patient or Personal Representative       Date 

 

ASSIGNMENT OF BENEFITS 
I understand that I will provide all current insurance, benefit, and/or worker compensation coverage and as a courtesy to me, 

Chiropractic Neurology & Wellness Center will file my insurance. I understand and appreciate this benefit and will provide all the 

information necessary to help file claims promptly and accurately. 

 

I direct Chiropractic Neurology & Wellness Center to accept payment directly from my insurance company, if they allow. If my 

insurance company does not allow payment directly, I will make payment in full at the time of service. 

 

I understand that my co-payment is due at the time of service. Cash, checks and credit cards are accepted. If my care is not covered by 

insurance, payment is due at the time of service. There will be a 2.0% monthly service charge on all balances past 30 days. 

 

I understand that Chiropractic Neurology & Wellness Center CANNOT GUARANTY PAYMENT OF CHIROPRACTIC SERVICE. 

If there is a dispute with my insurance company regarding benefits, I understand that it is my responsibility to resolve the matter. I 

understand that I am responsible for payment of all services rendered regardless of insurance coverage, and that all balances regardless 

of insurance status are subject to a 2.0% monthly service charge. 

 

I have read and understood the above that it is my responsibility to find out the details of my insurance coverage and I will see that my 

charges will be taken care of. I understand also that I have the right to refuse to sign. I also understand that by refusing to sign, 

Chiropractic Neurology & Wellness Center may refuse to treat me as permitted by Section 164.506 of the Code of Federal 

Regulations.  

 

I, the undersigned, understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize 

the use of this signature on all my insurance submission whether manual or electronic. I consent to proceed with the interview and 

examination. I understand that any treatment will be explained to me and my verbal consent will be requested care is rendered. 

 

Signature________________________________________________________________Date________________________ 

 

 

CONFIDENTIALITY 
 

In the event this office needs to contact you: 

May we leave a message for you with someone at your home phone number?  Yes No 

May we leave a message for you on your home voicemail?    Yes No 

May we send you an email?       Yes No 
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INFORMED CONSENT REGARDING EȤMAIL  

 

The Chiropractic Neurology & Wellness Center provides patients the opportunity to communicate by e‐mail. 
Transmitting confidential health information by e‐mail; however, has a number of risks, both general and 
specific, that should be considered before using e‐mail. 
 
1. Risks: 
a. General e‐mail risks are the following: e‐mail can be immediately broadcast worldwide and be received by 
many intended and unintended recipients; recipients can forward e‐mail to other recipients without the original 
sender(s) permission, or knowledge; users can easily misaddress an e‐mail; e‐mail is easier to falsify than 
handwritten, or signed documents; backup copies of e‐mail may exist even after the sender, or recipient has 
deleted his/her history. 
 
b. Specific e‐mail risks are the following: e‐mail containing information pertaining to diagnosis and/or treatment 
must be included in the protected personal health information; all individuals who have access to the protected 
personal health information will have access to the e‐mail messages; patients who send, or receive e‐mail from 
their place of employment risk having their employer read their email. 
 
2. It is the policy of The Chiropractic Neurology & Wellness Center that all e‐mail messages sent, or received, 
which concern the diagnosis, or treatment, of the patient will be a part of that patient’s protected personal health 
information and will treat such e‐mail messages, or internet communications, with the same degree of 
confidentiality as afforded other portions of the protected personal health information. The Chiropractic 
Neurology & Wellness Center will use reasonable means to protect the security and confidentiality of e‐mail, or 
internet communication. Because of the risks outlined above, we cannot; however, guarantee the security and 
confidentiality of e‐mail, or internet communications. 
 
3. Patients must consent to the use of e‐mail for confidential medical information after having been informed of 
the above risks. Consent to the use of e‐mail includes agreement with the following conditions: 
a. All e‐mail to, or from, patients concerning diagnosis and/or treatment will be made a part of the protected 
personal health information. As a part of the protected personal health information, other individuals, The 
Chiropractic Neurology & Wellness Center physicians, nurses, other healthcare practitioners, insurance 
coordinators, and upon written authorization other healthcare providers and insurers will have access to e‐mail 
messages contained in protected personal health information. 
 
b. The Chiropractic Neurology & Wellness Center may forward e‐mail messages within the practice as necessary 
for diagnosis and treatment. The Chiropractic Neurology & Wellness Center will not; however, forward the 
e‐mail outside the practice without the consent of the patient as required by law. 
 
c. The Chiropractic Neurology & Wellness Center will endeavor to read e‐mail promptly, but can provide no 
assurance that the recipient of the particular e‐mail will read the e‐mail message promptly. Therefore, e‐mail 
must not be used in a medical emergency. 
 
d. It is the responsibility of the sender to determine whether the intended recipient received the e‐mail and 
when the recipient will respond. 
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INFORMED CONSENT REGARDING EȤMAIL  continued 

e. Because some medical information is so sensitive that unauthorized discloser can be very damaging, e‐mail 
should not be used for communications concerning diagnosis, or treatment of AIDS/HIV infection; other 
sexually transmissible, or communicable diseases, such as syphilis, gonorrhea, herpes, and the like; 
Behavioral health, Mental health, or developmental disability; or alcohol and drug abuse. 

 
f.  The Chiropractic Neurology & Wellness Center cannot guarantee that electronic communications will be 
private. However, we will take reasonable steps to protect the confidentiality of the e‐mail, or internet 
communication, but The Chiropractic Neurology & Wellness Center is not liable for improper disclosure of 
confidential information not caused by its employee’s gross negligence, or wanton misconduct. 
 
g. If consent is given for the use of e‐mail, it is the responsibility of the patient to inform The Chiropractic 
Neurology & Wellness Center of any type of information you do not want to be sent by email. 
 
h.  It is the responsibility of the patient to protect their password, or other means of access to e‐mail sent, or 
received from The Chiropractic Neurology & Wellness Center, to protect confidentiality. The Chiropractic 
Neurology & Wellness Center is not liable for breaches of  confidentiality caused by the patient.  Any further use 
of e‐mail initiated by the patient that discusses diagnosis, or treatment, constitutes informed consent to the 
foregoing. 
 
I understand that my consent to the use of e‐mail may be withdrawn at any time by e‐mail, or written 
communication, to The Chiropractic Neurology & Wellness Center. 
 
I have read this form carefully and understand the risks and responsibilities associated with the use of e‐mail. I 
agree to assume all risks associated with the use of e‐mail. 
 
Print Patient Name: ________________________________________________________________________________ 
 
Patient Signature: _______________________________________________________Date:_____________________ 
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Informed Consent for Chiropractic Care 
 

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for the same 

objective. It is important that each patient understand both the objective and the method that will be used to attain it. This will prevent 

any confusion or disappointment. You have the right, as a patient, to be informed about the condition of your health and the 

recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after 

being advised of the known benefits, risks and alternatives. 
 
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function 

(primarily the nervous system) as that relationship may effect the restoration and preservation of health. Health is a state of optimal 

physical, mental and social well-being, not merely the absence of disease or infirmity. 
 
One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the 

spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to the 

nervous system. This may result in pain and dysfunction or may be entirely asymptomatic. 
 
Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or 

reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually 

done by hand but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or 

rehabilitative procedures may be included. 
 
If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend 

that you seek the services of another health care provider. 
 
All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. The 

benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the 

above statements and therefore accept chiropractic care on this basis. 

 

_____________________________________    ______________________________________    _______________ 

Print Name                                                 Signature                                                  Date 
 

 

Consent to Evaluate and Adjust a Minor Child 
 

I, _________________________ being the parent or legal guardian of ______________________________ have read and fully 

understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care. 

______________________________________    ______________________________________    _______________ 

Print Name                                                 Signature                                                  Date 

 

 

Pregnancy Release 
 

This is to certify that , to the best of my knowledge,  I am not pregnant and the above doctor and his/her associates have my 

permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. 
 

Date of last menstrual cycle: _______________________________________ 

 

______________________________________    ______________________________________    _______________ 

Print Name                                                 Signature                                                  Date 
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3- DAY MEAL SUMMARY 

-DO NOT alter your regular diet.   The purpose of this food chart is to analyze your present eating habits.    

   
 Day: Day: Day: 

Breakfast  _____am    

Morning Snack  
 ______________am 

   

Lunch  ________pm    

Afternoon Snack  
_______________pm 

   

Dinner ________pm    

Evening Snack  
_______________pm 

   

Beverages: 
Include # of all 
beverages (coffee, tea, 

sodas/diet sodas, water, 
sports drinks, energy drinks, 
alcohol, milk, etc.)  

   

 


