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Paymctlt for services is t lue wlten rcndered. As n scl 'vice to oun patients we accept rcirp6urscrrc't
from lnost insurance cotnpanies for covered services. Some feesinay uot be reiurbursnSlc by
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I{ave you been evcr seen by a chrropractor before'7 lf so, who, when ancl
why

Please hst your major problerns in order of their inrportance

Pluano mi{ f  h  your , t l r {osut p*in 0n lh$ f iguror botr. lw.
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I-low did it r.lccrrr

I1 X-rayed irr thc lzrst l l l  rnonths
when and why ancl what
vlews

Wherr:,

Medications, r, i larnins and rnincrals you are
now
taktng -

what previous nrcthods arrd what other hcalth plzrctitioncrsbave you consulLed ibr this problcnr' /
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Ilffect on'r Symptoms Nar lifTect tlef ten' Wol 'sc
Movenrent
Qlttrng
9!lL:q,le_.--
*Wel\Lus_
t ,U1gdqytL
Dr"r r ing the n isht
Sleepinp
f i r r s t  t h rng  i r r  t he  AM
'[or,vard 

encl of clay

_Q utlig f,tqg Lec rry4y_
W]1]g_Iestgg
Ilefbre meals

-t)lLln&tL"lll___ _
Al'tcr rneals
, l-4 h0urs aiter mcals

I-, istyclurr major r:ar acciclents, i tr l ls injLrr ies, brol ien bones ancl other relatccl acc;idents Givc I)ates

List any diseases yoLl currentJy [i1u. or have hacl

I-is1 any type ol surgery or ruaior clental work Give clates

Itight or 1e11. handed'/ I.lqrlv much clo yot_l smoho?

Do yolr have any sexurilly reltrtcd protrlems./

Number of t irnes you urinatc during clay_ _-,______ Night

I{ow ollen do yoLr have er bowel rnoverlent?

Are you under ernotional stress'Z Do you have sufficient elre rgy fbr yorLr normal activities?

Drink alcohol?. FIow lnuch?--- - --- Do you rlrink r:oflt:e (incl. decal), teas, socla, cola'/ please
glve cups pcr clily Do you eat any of the follorving anci hor.v lnuch pcr we eh? i{ot spicy
fbocl, chocolate, pi4lcorn, .futw f-u"i.iu.tr _____ I-low u.ruch water do you dr inl< in a clay_.t_
Are you wearing ireel, sole lift, orthoti., * *"t,irpp*trt-----

TOR-WAMEN QNI,Y
Date o1'last nrerrstlual perio<1_ Llow rnany clays clo you l:nenstluate?
periocl __ List any rnenstrual disconrfort

Days bctwcen {irst day of
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