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Name__________________________________________________________________Date___________
Address:_______________________________________City_____________State______Zip___________
Home Phone (_____)______________Work Phone (_____)______________Cell (_____)______________
Date of Birth_______/_______/________       
Occupation___________________________________Employer__________________________________
Marital Status  ()Single  ()Married  ()Divorced  ()Widowed    Spouse Name_________________________

Spouse Occupation ________________Number of Children & Ages______________________________
Have you ever received Wellness Chiropractic Care? Yes /  No 
If yes, when, where, & why?_______________________________________________________________
Social Security #________________________________E-Mail:__________________________________ 

Who should we thank for referring you to The Wellness Pointe?___________________________________

Major Complaint__________________________________________________________
Is This a Back Problem or a Health Problem?
Pain or problem started____________________________________________________

Pains are Sharp/Dull/Constant/Intermittent (frequency)___________________________

Does the pain radiate?    Yes / No

What activities aggravate your condition/pain?__________________________________

What activities lessen your condition/pain?_____________________________________

Is the condition worse during certain times of the day?____________________________

Is this condition interfering with work?_______ Sleep?__________ Routine?__________ 
Other?_______

Is the condition getting progressively worse?_____Y/N___________________________

Other Doctors seen for this condition__________________________________________

Any home remedies?_____________________________________________________

Other Health Signals:

Check any of the following that pertains to your Health:

Neck Pain
          Headaches
     Allergies
     Out of Breath        Blood Pressure   Chest pain
          Vertigo
             Loss of Senses
        Cold Sweats           Back Pain  Dizziness                   Anxiety
            Stomach Issues         Cancer
               Ear Ringing Fatigue
                      Hot Flashes

Heart Condition          Constipation          Depression Nervousness
          Fainting
            Ulcers Problem         Urinating
Mood Swings      Cold Hand/Feet         Diarrhea            Loss of Balance
Numbness/Tingle
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Please indicate where your complaint is on the following diagram:

Please rate the pain on the following scale:

No Pain 0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10 The Worst Pain Ever Have you been under drug and medical care?___________________________________      What medications are you taking?____________________________________________ 
How Long?___________
Have you had surgery? Y/N  If Yes, for?_______________________________________ When?______________________
Symptoms and Ill Health (Present State)

Introduction to the Office

Let us extend a warm and personal welcome to you on behalf of the Wellness Pointe Team team! We want to provide you with the finest health care and we’ll offer you many informative and entertaining educational opportunities. First, you’ll want to make informed decisions regarding your health. During the course of your care you’ll be presented with several choices that will affect your ability to reach your individual health objectives. Secondly, this information will be useful in making decisions about your health for the rest of your life. On your first visit we will gather information about you through our examinations and consultations. There will be someone here to assist you in each step along the way. If you’re not sure about what we need, just ask. Nothing will be done without your consent and full understanding. We will be giving you information and clinical data in the form of literature, personal and media presentations. These are designed to help you understand your own case and the procedures you’ll experience in this office. Everything is brief and to the point. It is recommended that you read the material and keep it together for reference during the course of your care. We have minimized paperwork in our office. However, there are clinical forms that must be filled out accurately for your health, legal and professional reasons. We ask that you read the forms through before completing it so you understand its intent. If you have questions, please ask
We do not offer to diagnose or treat any disease. Our focus in this office is the vertebral subluxation and how it is affecting you health. However, if we encounter non-chiropractic or unusual findings we will advise you. 
Our ONLY practice objective is to locate, analyze and correct vertebral subluxation by specific adjustments to improve the health of the individual receiving the adjustment.
I, _______________________________________ have read and fully understand the      above statements.        (print name)

Signature____________________________________________________Date________
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his staff have my permission to

perform X-ray. Date of last menstrual period:___________________________

Signature_________________________________________________Date_______
