Comprehensive Health Profile

Date:
Last Name; First Name; Date of Birth:
Address; City: State: Zip:
Home Phone: Work Phone; Cell Phone:
Email: SSN: Occupation;
Marital Status: S M D W Spouse’'s Name Do you have children?Y N

Who referred you or how did you hear about ourceffi
Do you have insurance you want us to bill for yoare?

What are your reasonsfor seeking care at our office? Pleaserank the following
(4=Very Important to me; 3=Important to me; 2=Not so | mportant to me; 1=Does not apply)

Improvement of my physical symptoms ____Improvenmemy ability to respond to stress
Improvement of my emotional/mental symptoms Improvement in my enjoyment/quality of life

Your Symptoms and How They May Influence Your Life:

Do you have a current health/life concern or symitolf no, skip to History of Physical Stress Satilf yes, please
describe;

When did it begin? What were the circumstances?

Is the reason you are consulting our office theltes an injury at work or an auto accident? N If so, date of injury?

Have you done anything about this concern, or lggen any advice or treatment for it? N If yes, what were you
told and by whom?

What was done?
Did it seem to work?Y N What was different about your symptom or conedter treatment?

Please gradethelevel to which the concer n/symptom affectsthe following aspects of your functioning/quality of life
(O=does not seem to affect me; 1=dightly affects me; 2=moder ately; 3=extremely)

Work 0123 Recreation/Play0 1 2 3 RBietp 0123
Social Life 0123 Walking 0123 Sigin 0123
Exercise 0123 Eating 0123 Love Life 0 1 2 3

Comments:

Have any other family members had the same oraimdncerns? Y N

What did he/she do about it?

Did it seem to work?Y N How aware are you of your symptom/concern dutfiregday? 0 1 2 3atnigh?0 1 2 3
Is there any activity during which you totally, @imost totally, forget about this condition, symptar concern?

Why do you think this is happening, or continuebappen to you?

Do you think this is the sole caus&? N If no, what else is involved?

Are you doing anything differently in your life beagse of this symptom/condition/concerd? N If yes, what?

If it were to go away tomorrow, what would be diffat about your life?

Since the development of this symptom/concer n, have you:
Changed any habits? N If so, what?
Held or touched a part of your body more ofteniffecently? Y N

Moaned, cried, or made sounds that you usuallyadonake?Y N

Which best describesyour current feeling about your self and your situation?

___Ifeel helpless, like little or nothing is working.___ This is terrible, really bad; | hope you canitffor me.




____| feel stuck. ____l deserve more than #ms| would like you to assist me with my healing.
___ Other, please describe:

HISTORY OF PHYSICAL STRESS

Birth StressWere there any problems associated with your matipeegnancy with you? (check all that apply)
OFalls/Injury Olllness ODifficult  ODon’t know

Comments:

Was your birth: (check all that applgTraumatic 0“C” section OBreech 0OForceps or Suction O0Cord around
neck OProlonged 0OVery Fast ONatural ODruginduced OHome [OHospital 0OBirthing Center
Comments:

General Physical Traum&alls: (check all that apply, give age & year1Crib/Carriage OSteps

OOn ice OOut of Tree OBars at school OSkiing/Snowboarding

OOther falls (please describe):

OKnocked unconscious OUsed crutches/cane OBroken Bones/Sprains (please describe)
OlInvolved in combat OPhysical fight OPhysical abuse OSports Injuries
OExtensive dental work/orthodontia OOther, please describe:

Accidents, near accidents, driver or passer(gbeck all that apply, give age & year)

OAutomobile, details:

OMotorcycle OBus OTrain OBicycle OPlane OOther:,
Comments:

Daily Activities: (check all that apply)

oSit OStand OWalk ODesk work OPhone work  OSports OExercise  OComputer work
OWatch TV ODriving/commuting OPlay musical instrument ORead for prolonged periods
OMechanical work  OHeavy lifting ~ OWear contacts OWear glasses OWear bifocals

OComments:

Medical Intervention(check all that apply, give age & year)
OHospitalizationwhy?

OSurgerywhy?

OChemotherapy ORadiation OCasts/Collars

OSpinal/neck brace OCorrective shoes. bars, lifts OPhysical Therapy
OSpinal tap/injections OX-rays

OTransfusion OOrgan Removal Comments:

Have you or a family member suffered a seriougd?
Do you have a family doctor¥ N Who?
Date of last medical consultation & result:

For women: Are you pregnant? N Date of last monthly period:
How do you grade your overall physical health@xcellent OGood OFair OPoor OGetting Better OGetting Worse

HISTORY OF CHEMICAL STRESS

Birth Stress: During your mother’s pregnancy, did:qcheck all that apply)

OUse prescription drugs 0OUse nonprescription drugs DSmoke  0OConsume alcohol/drugs ODon’t know

At birth was your mother: (check all that apply)dConscious 0OSemi-conscious OUnconscious OGiven spinal
anesthesia OGiven chemicals to alter or induce labarnDon’t know

General Chemical Stred3o you or have you ever taken: (check all that @ppiPrescription drugs OOver-the—
counter drugs OAntibiotics OOther drugs OTobacco
List all current and past Medications: (includes@aand length of time you were on them)




Do you or have you worked with or ever been expased OChemicals OFumes 0ODust OPowders/Particles
OSmoke O Other substances
Do you consume: OAlcohol OCoffee/caffeine OProcessed food OArtificial sweeteners [ORefined sugar

OSodas OTap water
Describe diet:

HISTORY OF EMOTIONAL STRESS

Were you incubated or isolated after birti? N Were you: OBottle fed ONursed 0O Both
PAST General Emotional Trauma: (check all that gjgpld note severity: mild, moderate, extreme)

OChildhood OPersonal relationship OChange of job/career
OSchool ODivorce/separation OChange of lifestyle
ORecreational OWork related OLoss of loved one

OParent’s divorce OCommuting OAbuse

OFamily OFinancial OStress of being sick/ill
Comments;

LIFESTYLE PROFILE

How do you grade your emotional/mental healtifRcellent 0Good OFair OPoor [OGetting Better DOGetting Worse
How do you grade your overall quality of life?0Excellent 0Good OFair OPoor OGetting Better OGetting Worse
Have you pursued other avenues of growth, healiqgpisonal development? (check all that apply atd who you saw,
for how long and if you are still going)

Chiropractic Acupuncture
Massage/Bodywork Homeopathy
Psychotherapy Ayurvedic Medicine
Osteopathy Physical Therapy
Aromatherapy Energy Work
Rebirthing Sound/Light Therapy

What aspects of your life please you, bring yoy pnyd help you to feel better about yourself?

What particular factors or elements about yourdiperiences, family, work, recreation, past igsyigenetics, dietary
programs, exercises, outlook, etc.:
Do you feel impair your opportunity for full glong health?

Do you feel give you an edge or add to your life ealth?

Which of the following do you practice regularhyhéxk all that apply and how many times per week)
OExercise OYoga OChi Gong/Tai Chi OMovement/Dance
OMeditation OPrayer

List any herbs, nutritional supplements or nattgatedies you regularly take:

When stressed how do you “center yourself”’ or “reug”?

Is there anything else you wish to share which hedp us better understand you and why you haveethtmscome to
this office?

What type of results would motivate you to tellethabout the care you receive in this office, @mcburage others to
get under care?




When communicating with you about your spine, nesvsystem, health and wellness (circle your prafse
a) Visual Communication- Mostly show me picturad diagrams.

b) Verbal Communication- Mostly talk to me abdu thanges I'm making.

¢) Kinesthetic Communication- Mostly | need tolfiee

LIFE INTENTION

We are committed to helping you reach and exceed lyealth and life goals. We know that a trueestditWell-Being is
possible for you. If your life were “perfect” irvery way what would you be doing? What would yeulike physically,

emotionally, mentally, financially, relationally dspiritually?




