Naturally Chiropractic Family Wellness Ccntcr ‘ Today's Date:
Name: FM _Agci______ Birt]’)date: 55 #:

Mailing Adclrcss: Citq: ZiP:
FPhone #: Cell# ‘ E_~mai|
Marita| 5tatus; M 5 DW Spousc’s Name: Birthclatc: 55 #:
Numberof Childrcn: Agcs of Cl’n’Hrcn:
Your Occupation & Employcr:
Work Fhonc #: ls it OK to Ca” at WorL? Y N
Spousc’s C)ccuPation & EmP|096n
What br‘ings you to our office today?

Were you injured at work orin an automobile accidentz Y N [f yes, Pleasc give date of irjurq:
How did you hear about our office?

L EN 5! N ] ( 2 I Bl ATAM“SS 28{ l ”I IZ (lFaPPhcablc)

|, the undersigncd, the parent or lcgal Suardian of the above named child, hcrcby authorize the doctor(s) of Natura"g Chiropractic Famﬂg Wellness C enter, or whomever

theg dclcgatc, to examine, and/or treat the above mentioned child, within the scope of Chiropractic examination and treatment guidclincs‘ | have had any questions or

concerns addressed to my satisfaction.

Signaturc Frintcd Name Date

WHY THISFORM IS IMFORTANT:

As a full spectrum Chiropractic office, we focus on your abi'itﬁ to be hcalthy & active. Our goa|s are, first to address the issues that brought you here & second, to offer

you the oPPortunit3 of imProvcd health Potentia‘ & wellness services for you & your Famﬂg inthe future. We face chemical, Physica| & emotional stresses on a dai|9 basis .
Most times, effects are gradual & are not even felt until thcg become serious. Please answer the Foﬂowing questions as comp|ctc|9 as PossiHc a“owing us to better sees the

cl’ma”enges to your health Potcntial.

& et any comP]ications during orafter your own birth. (Jnclude {:orccps, (Caesarian, vacuum extraction or induction)

o |st any sfgnificant childhood i”ncsscs/surgerics, Pl’\ysica‘ or emotional trauma or Prolongccl medication used.

o  (Check any of the Fo”owing health cha”cngcrs you have faced in the past 5 years (CIRCLE CURRENT ISSUE.S):

__Heaclacl‘ucs __Numbncss/Tininng in |imb(s) __Slccping Problcms __Digcstivc/bowcl |ssues
v_DcPrcssion ___High Stress (PcrsonaI/Job) _E_motional Trauma __Back/Neck Pain
__thsica| Trauma ___Kidncg/ﬁbddcr/rrostratc |ssues _Mcnstmal/ﬁormona| |ssues _Fain in Limb(s)
___Surgcry __Dizzincss/Fassing out ___Foor Diet/T xercise __5cvcre [ealth Problem:

o |ist any medications you are current|3 ta[(ing (Prcscription and over the counter) & what ’chcg are for:

(] E‘nalcs on|3z Arc you, or could you be Prcgnant? Y N
o [dave you been under Chiropractic care before? Y N H; 50, when and by whom were you last acﬁustcd?

@ What result aPPIies best to the level of care you are hopingto obtain from our office?
___RELIEF -Relief from pain & symptoms to be more comfortable '
__ CORRECTION ~-Going beyond relief from pain & correcting the Prob!cm at its source
__WE_LLN E_55 ~ 5 become hca[thl’cr, Focusing on vitalitg & wellness

| herby certify that the information given on this form is true to the best of my knowledge. | agree to allow this office and its designated staff to Pcr‘Form an assessment

and/or treatment on me. | understand that, rc56rd|e55 of any cxpcctcd insurance contribution or sctt|cmcnt, lam uItimat:‘g rcsPonsiblc for any charscs Jincur at this office

Signature Printed Name, Date




