
IMPACT OF YOUR SYMPTOMS 

How is this symptom / condition interfering with your life? (check where appropriate) 

Self-Care □ □ □ □ Other    □ □ □ □ 

How committed are you to correcting this issue?    
 

NOT 

COMMITED 

CHIROPRACTIC INTAKE & HISTORY 
 
 

 

 
 
 

 
 No 

Effect 
Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

 No 
Effect 

Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

Work □ □ □ □ Energy □ □ □ □ 
Exercise □ □ □ □ Attitude □ □ □ □ 
Recreation □ □ □ □ Patience □ □ □ □ 
Relationships □ □ □ □ Productivity □ □ □ □ 
Sleep □ □ □ □ Creativity □ □ □ □ 

 

Patient Name      
 

  

Address      

City State     

Home Phone 

Cell Phone 

Email 

Sex □ M 

Married 

Separated 

   

   

   

 Age ___ 

Widowed 

Divorced 

 

Single □ Minor 

Partnered 

Employer / School    

                                                                                       

                                                                                  

    

 

Name  

Relationship  

Contact Number     

    

HOW CAN WE HELP YOU? 

What brings you in today?      

If you are already experiencing a symptom, what is it?     

How bad is it? How intense are your symptoms? (circle)  
NO 

SYMPTOMS 

  
INTENSE 

SYMPTOMS 

Please circle areas to the right where you have pain or other symptoms: 

What does it feel like? (check where appropriate) 

□ Numbness □ Sharp 

□ Tingling □ Shooting 

□ Stiffness □ Burning 

□ Dull □ Throbbing 

□ Aching □ Stabbing 

□ Cramping □ Swelling 

□ Nagging □ Other     

VERY 
COMMITED 

           1 0 2 4 3 5 7
7 

6 8 9 10 

           1 0 2 4 3 5 7
7 

6 8 9 10 



On the arrow diagram above: 

A. What number do you think represents your health today?      

B. In what direction is your health currently headed?  __________________ 

What are your health goals? 

IMMEDIATE      

SHORT TERM                                                                                                                                                                                      

LONGTERM      

 

 

 

 

 

 

 

 

 

 

 

   
DISEASE 

Multiple medications  
Poor quality of life 

Potential becomes limited 
Body has limited function 

POOR HEALTH 

Symptoms 
Drug therapy 

Surgery 
Losing normal function 

NEUTRAL 

No symptoms 
Nutrition inconsistent 

Exercise sporadic 
Health not a high priority 

GOOD HEALTH 

Regular exercise 
Good nutrition 

Wellness education 
Minimal nerve interference 

OPTIMAL HEALTH 

100% function 
Continuous development 

Active participation 
Wellness lifestyle 

 

 

 

 

 

 

 

 

 

 

 

 

CHILDREN & PREGNANCY 

 

     How many children do you have? _______________________________                                              

     Childrens' ages? ____________________________________________ 

     Childrens' health concerns? ___________________________________ 

 

Are you currently pregnant? □ No □ Yes, I am due ________________ 

Number of past pregnancies? ________________________________________ 

Health concerns regarding this pregnancy? _____________________________ 

 

 
 

HEALTH & ILLNESS HISTORY 
 

Please check the box beside 
 

any 
 

condition that you have or have had. 

□ AIDS/HIV 

□ Alcoholism 

□ Anxiety 

□ Arteriosclerosis 

□ Arthritis 

□ Asthma/Allergies 

□ Back Pain 

□ Cardiovascular Issues 

□ Cancer 

□ Circulation Issues 

□ Childhood Illness 

□ Depression 

□ Diabetes 

□ Digestive Issues 
(Constipation/Diarrhea/GERD/IBS) 

□ Elbow/Wrist/Hand Issues 

□ Endocrine Issues (Thyroid) 

□ Foot/Ankle Issues 

□ Gout 

□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 

Headaches / Migraines 

Heart Disease 

Hepatitis 

Hip Issues 

Immune Issues 

Lymphatic Issues 

Multiple Sclerosis 

Neck Pain 

Reproductive Issues 

□ Ringing in Ears 

□ Scoliosis 

□ Shoulder Issues 

□ Stroke 

□ TMJ Issues 

□ Urinary Issues 

□ Osteoporosis 

□ Other     

   

 
 

ALLERGIES, MEDICATIONS & SUPPLEMENTS 

 

ALLERGIES (list) 
 

MEDICATIONS (list) 
 

SUPPLEMENTS (list) 

 
 

ILLNESS-WELLNESS CONTINUUM 

PATIENT WELLNESS ASSESSMENT 
 



Essential Health Chiropractic 

NOTICE OF PRIVACY PRACTICE- HIPPA 

 
This office is required to notify you in writing, that by law, we must maintain the privacy and confidentiality of 

your Personal Health Information. In addition, we must provide you with written notice concerning your rights to 

gain access to your health information, and the potential circumstances under which, by law, or as dictated by 

our office policy, we are permitted to disclose information about you to a third party without your authorization. 

Below is a brief summary of these circumstances. If you would like a more detailed explanation, one will be 

provided to you. 

 

PERMITTED DISCLOSURES: 

 

1. Treatment purposes- discussion with other health care providers involved in your care 

2. Inadvertent disclosures- open treating area means open discussion. If you need to speak privately to the 

doctor, please let our staff know so we can place you in a private consultation room. 

3. For payment purposes - to obtain payment from your insurance company or any other collateral source. 

4. For workers compensation purposes- to process a claim or aid in investigation 

5. Emergency- in the event of a medical emergency we may notify a family member 

6. For Public health and safety - in order to prevent or lessen a serious or eminent threat to the health or 

safety of a person or the general public. 

7. To Government agencies or Law enforcement – to identify or locate a suspect, fugitive, material witness or 

missing person. 

8. For military, national security, prisoner and government benefits purposes. 

9. Deceased persons –discussion with coroners and medical examiners in the event of a patient’s death. 

10. Telephone calls or emails and appointment reminders -we may call your home and leave messages 

regarding a missed appointment or apprise you of changes in practice hours or upcoming events. 

11. Change of ownership- in the event this practice is sold, the new owners would have access to your PHI. 

 

YOUR RIGHTS: 

 

1. To request mailings to an address different than residence 

2. To request Restrictions on certain uses and disclosures and with whom we release information to, 

although we are not required to comply. If, however, we agree, the restriction will be in place until written 

notice of your intent to remove the restriction. 

3. To request amendments to information. However, like restrictions, we are not required to agree to them. 

 

 

I have received a copy of Essential Health Chiropractic’s Patient Privacy Notice. I understand my rights as well 

as the practices duty to protect my health information and have conveyed my understanding of these rights 

and duties to the doctor. I further understand that this office reserves the right to amend this ‘Notice of Privacy 

Practice” at a time in the future and will make the new provisions effective for all information that it maintains 

past and present. 

 

 

 

Patient’s Name DOB  

 

 

 

Patient signature Date 

 



 
 

PRACTICE TERMS AND OBJECTIVES 
 

 
1. Our Practice Objective:  is to reduce or eliminate a major interference to the expression of your body’s 

inborn ability to heal. We offer a patient-centered perspective incorporating both therapeutic and preventative 

approaches. We place particular attention to maintaining optimum body structure and nerve function as well 

as promoting improved health through evaluation of our patient’s health behaviors and conditions. 

 

2. Health:  The human body is designed to be healthy. The primary system in the body which coordinates health 

is the nervous system. Health is the ability to adapt to physical, chemical and emotional stress. It is a state of 

optimal well being, not merely the absence of disease or symptoms. 

 

3. Subluxation:  A misalignment or alteration of one or more of the 24 vertebra in your spinal column or other 

joints of the body that can affect your brain and nervous system communication as well as body and organ 

system function. Subluxations can result in a lessening of your body’s inborn (innate) ability to heal and 

express its maximum health potential. 

 

4. Adjustment:  A chiropractic adjustment is the specific application of forces to facilitate the body’s correction of 

a subluxation. Our chiropractic method of correction is by specific adjustment of the spine or other joints of the 

body. However, we may use other procedures to help your body hold the adjustment. 

 

5. We Do Not:  Prescribe medications, perform surgery or any other medical procedure related to the treatment 

of disease. If you wish to decrease or stop prescription medications, you should discuss this with your medical 

doctor. If during the course of a chiropractic examination or visit, we encounter unusual findings, we will let 

you know of them. If we find that your case will not respond to chiropractic care and/or if you desire to 

investigate for further advice, diagnosis or treatment for those findings, we will offer cooperative patient 

management, referral to, communication and collaboration with other health care providers to ultimately 

benefit you as a patient. 

 

I have read and fully understand the above statements. All questions regarding the doctor’s objectives pertaining 

to my care in this office have been answered to my complete satisfaction. I therefore accept chiropractic care on 

this basis. 

 

 

________________________________ _________________________________         _____________ 

      Print Name                     Patient Signature                                Date 

 

 

Pregnancy Release:   

This is to certify that to the best of my knowledge I am not pregnant and the doctor and his associates have 

my permission to perform an x-ray evaluation if the doctor determines that x-rays are necessary as a part my 

overall evaluation.   

 

 

___________________________________        __________________  

                            Signature                           Date         

 
 
 
 


