Green Lake Chiropractic: A Creating Wellness Center
Your Name _____________________________________Date____________________________________________
WHO MAY WE THANK FOR REFERRING YOU? _______________________________________________________________________

Health Challenges
List health challenges 




Rate of
        Date started,        If you had
    Did problem    % of time

according to their severity.




Severity
        for how long?     The condition    begin with       it is present








1= mild


       before, when?   an injury?








10= worst








imaginable

1._______________________________________________    ________     ______________  ___________    __________     ___________


2._______________________________________________    ________     ______________  ___________    __________     ___________


3._______________________________________________    ________     ______________  ___________    __________     ___________ 4._______________________________________________    ________     ______________  ___________    __________     ___________

What have you done for this condition? Was it of benefit? ____________________________________________________________________

___________________________________________________________________________________________________________________

I do (do not) have a family history of this or similar symptoms (Please explain) ___________________________________________________

___________________________________________________________________________________________________________________

Is this condition interfering with your :
work____    sleep____    daily routine____    sports/exercise____    other____________________
What activities aggravate your condition?_________________________________________________________________________________

___________________________________________________________________________________________________________________
Other Doctor’s seen for this condition:    Chiropractor_____    Medical Dr.______   Other___________________________________________

1. Name/Address:____________________________________________________________________________________________________

    When:_____________________   What did they say was wrong?____________________________________________________________

    What did they do?___________________________________________________________________   Did it help?____________________

2. Name/Address:____________________________________________________________________________________________________

    When:_____________________   What did they say was wrong?____________________________________________________________

    What did they do?___________________________________________________________________   Did it help?____________________

Have you been “forced” or “felt the need” to make any “positive” changes in your life due to this pain, illness, condition, etc? (i.e., eat better, less alcohol or drugs, less destructive sports, activities, take a mental break, etc.) if so, what?_________________________________________
___________________________________________________________________________________________________________________

If you “get better” or get rid of this “condition” will you go back to your “old ways”?______________________________________________

Are you unable to do certain activities that you would like to do because of this pain, illness, condition? (i.e., sports, walk, pick up the kids, etc) If so, what?_________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

What lesson(s) have you taken home from your healing process to date?_________________________________________________________

___________________________________________________________________________________________________________________

Mark the following conditions you may have had or have now (- have had   +have now)
Headaches

Pins & Needles in Legs

Loss of Balance
Diarrhea/Constipation

Neck Pain

Pins and Needles in Arms
Loss of Memory
Stomach/Heartburn

Upper Back Pain
Numbness in Fingers

Irritability

Menstrual complaints


Mid Back Pain

Numbness in Toes

Tension

Heart complaints


Low Back Pain

Cold Feet


Nervousness

Breathing/Asthma

Hip Pain

Cold Hands


Fatigue

Dizziness/Fainting

Leg Pain

Ears Ringing/Buzzing

Depression

Shoulder Pain

Other (please explain)________________________________________________________________________________________
____________________________________________________________________________________________________________
Are you interested in knowing more about how the three dimensions of stress (physical, bio-chemical, psychological) affect your overall health and well being?

YES______

NO_______

MAYBE_____

If lifestyle changes are indicated in the three dimensions of stress would you be willing to make changes?

YES______

NO_______

MAYBE_____

(Women)  Are you Pregnant? Yes   No    Nursing? Yes   No   
Work Habits:
Sitting  Standing  Light Labor  Heavy Labor  What type of work?_________________________________________
___________________________________________________________________________________________________________________
Sleep Position:
Side         Stomach     Back     How many hours per night?__________________________
Rate your emotional stress. (1 – low 10 – high)  1 2 3 4 5 6 7 8 9 10  Why?_______________________________________________________
___________________________________________________________________________________________________________________
How do you grade your physical health? (1 – low 10 – high) 1 2 3 4 5 6 7 8 9 10 Why?_____________________________________________
___________________________________________________________________________________________________________________
How do you grade your emotional/mental health? (1 – low 10 – high) 1 2 3 4 5 6 7 8 9 10 Why?______________________________________
___________________________________________________________________________________________________________________
Current Medicine(s) Please list ALL drugs you are taking.

Name__________________________________  Dosage___________________  For what?______________________

Name__________________________________  Dosage___________________  For what?______________________

Name__________________________________  Dosage___________________  For what?______________________

Name__________________________________  Dosage___________________  For what?______________________

Name__________________________________  Dosage___________________  For what?______________________

Current supplements: Please list all supplements, vitamins, herbs you presently take

Name____________________________________________________________  For what?______________________

Name____________________________________________________________  For what?______________________

Name____________________________________________________________  For what?______________________

Name____________________________________________________________  For what?______________________

​​​​​Injuries/Surgeries you have had






When
Falls___________________________________________________________________   _________________
Head Injuries____________________________________________________________    _________________
Broken Bones____________________________________________________________   _________________ 
Dislocations_____________________________________________________________    _________________
Surgeries________________________________________________________________   ________________
Auto Accidents___________________________________________________________    ________________
Other___________________________________________________________________    ________________
When you were a child:

Did you have a difficult birth process?
Yes
  No
  Caesarian
  Breach   Forceps

Did you fall or have other traumas?

Yes
  No  Describe__________________________________________________________

___________________________________________________________________________________________________________________

Does any member of you family have ANY health concerns___________________________________________________________________

___________________________________________________________________________________________________________________

Print Name_________________________________________    Date_______________________________
Signature___________________________________________  

