CHIROPRACTIC & WELLNESS
153 South Main Street, PO Box 376 Shawano, WI| 54166

WELCOME TO WELLNESS — WE'RE GLAD YOU ARE HERE

Name: Age: Today’s Date:
Mailing Address: City:

St Zip:
Phone (home): (cell): Preferred Contact: Home / Cell / Either
SSN#: Birth date: / / No. of Children: ___
E-Mail: | Am: O Married O Single O Divorced O Partnered [ Widowed
Employer: Occupation:
Emergency Contact/Relationship: Phone:

How did you hear about us? O Location O Doctor O Internet O Ins Co Referral O Friend or Family Member

Who can we thank for referring you?

We promise to treat you with respect, compassion, and understanding.
ADDRESSING THE ISSUES THAT BROUGHT YOU TO THE OFFICE
HISTORY OF PRESENT ILLNESS /7 INJURY
CHIEF COMPLAINT(S)

FILL OUT THIS SECTION AS ACCURATELY AS POSSIBLE. MARK THE AREA WITH THE DESCRIBED SENSATION USING THE APPROPRIATE SYMBQOLS FROM THE LEFT.
CIRCLE THE NUMBER BELOW THAT CORRESPONDS WITH YOUR DEGREE OF DISCOMFORT AT ITS BEST, WORST, USUAL, & RIGHT NOW.

Date of injury:

X X X BURNING PAIN
(((( ACHINGPAIN i
0 00 PINS&NEEDLES Q
- - - - NUMBNESS
. . . SHARPPAIN N

PLEAaSE COMPLETE:
_ CONSTANT
_ COME & GO

_ GETTING BETTER
_ GETTING WORSE
_ STAYING SAME

BETTER: WORSE:
AM
MID-Day
PM

RaTING YouRr PaIN/SymPTOM(S):

ENTER THE NUMBER THAT BEST REPRESENTS YOUR LEVEL OF DISCOMFORT AS IT APPLIES TO YOU. “0” IS NO PAIN/SYMPTOM(S) “10” IS INTOLERABLE

NECK (RATE 0-10) MID BACK (RATE 0-10) LOW BACK (RATE 0-10) (RATE 0-10) (RATE 0-10)
NOW: NOW: NOW: NOW: NOW:
BEST: BEST: BEST: BEST: BEST:
WORST: WORST: WORST: WORST: WORST:
USUAL: USUAL: USUAL: USUAL: USUAL:




WHAT MAKES THE CONDITION BETTER? WHAT MAKES THE CONDITION WORSE?

HEAD / NECK HEAD / NECK
MID BACK MID BACK
Low BACK Low BACK

SHOULDER, ARM, HAND SHOULDER, ARM, HAND

HiP, LEG, FooT HipP, LEG, FoOT

OTHER OTHER

How DID IT Occur? [ WORK — RELATED INJURY [ AUTO ACCIDENT [J OTHER:

WHEN DID THEY BEGIN? HAVE YOU MISSED WORK? YES No How MUCH?

INDICATE YOUR ABILITY TO PERFORM THE FOLLOWING ACTIVITIES. PLEASE USE THE FOLLOWING CODES:

U - UNABLE L — LIMITED P — PAINFUL D — DIFFICULT N — NORMAL H - HAVEN’T TRIED
1. LYING ONBACK 6. USING STAIRS/LADDER  11.__ SEXUAL ACTIVITY 16. _ WALKING
2. LYING ON SIDES 7. GRIPPING 12.  GETTINGIN/OUTOFCAR 17.___ STANDING
3. - LYING ON STOMACH 8. - PUSHING / PULLING 13. - SITTING/DRIVING/RIDING 18. - BENDING FORWARD
4. TURNINGOVERINBED 9. REACHING 14. _ UsING A COMPUTER 19.  LIFTING
5. STOOPING 10. DRESSING SELF 156, KNEELING 20. COUGH/ SNEEZE/ GRUNT
YES NO NECK & HEADACHE QUESTIONS
O O DOESTHE DISCOMFORT INTERFERE WITH YOUR SLEEP? YES NO
#How MaNY TIMES DOES IT WAKE You Up? OO0 O DiFFicuLTY TURNING HEAD? [ LErT  ORIGHT
[0 [0 Do YoUSLEEP WITH A PILLOW? How MANY? 0 [0 Do YouHEAR GRATING / CRACKLING SOUNDS?
¢ WHERE? O [O WasTHERE A FEELING OF RIPPING OR TEARING?
WHAT POSITIONS DO YOU SLEEP IN? O [O DoYouTRyYTO“CRACK" YOUR OWN NECK?
#HOW OLD IS YOUR MATTRESS? O [O Do You GETPAIN OR CRACKING IN JAW?
[0 [ DoEs USING HEAT AFFECT THE PAIN? How? ) O FauILY HISTORY OF HEADACHES?
’ ) 0 [0 Do You HAVE NAUSEA, VOMITING, VISUAL DISTURBANCES,
L) D DoEsUsING COLD AFFECT THE PAIN? How? ALTERED HEARING, RINGING IN EARS, OR LOSS OF BALANCE?
O O Do YouWEARAHEELLIFT? WHICH SIDE? (LEFT OR RIGHT) O O Do You PAIN OR PRESSURE BEHIND THE EYE(S)? RT OR LT
O O Do YouWEAR FOOT ORTHOTICS? O O Do YouHAVE ABNORMAL BLOOD PRESSURE?
O O Have you HaD X-RAYS OF THE PROBLEM AREA(S)? & FREQUENCY OF HEADACHES: PER
#\WHEN? #DATE OF LAST EYE Exam: . ANY RX CHANGES? Y OR N
#FACILITY?
#BODY PART(S)? Low BACK PAIN QUESTIONS
FEMALES: ARE You PReGnNaNT? [yes [no YES NO
- [0 [ DoEsPAINRADIATE TO THE ABDOMEN AND/OR GROIN?
DUE DATE: DoctoR: ___ O O ANy IMPAIRMENT OF BOWEL OR BLADDER FUNCTION?
DATE OF LAST GYNECOLOGICAL & BREAST EXAM: *EXPLAIN?
MALES: DATE OF LAST PROSTATE & TESTICULAR ExAm: O D WAS THERE A FEELING OF RIPPING OR TEARING?
_— OO [O DoYouTRYTO“CRACK” YOUR OWN BACK?

PAsST MEDICAL HISTORY

0 NEVER 0 1-3 TIMES [0 4 orR MORE TIMES:

YES NO

How MANY TIMES HAVE YOU HAD THE CONDITION THAT YOU ARE SEEING US FOR TODAY?

0 [ Do You SuFFER FROM ANY OTHER HEALTH CONDITION(S)? (CHECK ALL THAT APPLY)

] DIABETES O HIGH BLOOD PRESSURE [0 HIGH CHOLESTEROL O ASTHMA O IBS/CoLmis 00 CANCER
O ARTHRITIS [ INFERTILITY ISSUES [J OTHERS:
0 [ HAvE You EVER SEEN A CHIRCPRACTOR BEFORE?
+ WHEN WAaAS THE LAST TIME YOU WERE SEEN? WHICH DR.?

4 FOR WHAT PROBLEM(S)?

4 How OFTEN WERE YOU BEING SEEN?

WERE YOU HELPED?

WHy DID You LEAVE?

4 LIST ANY OTHER CHIROPRACTORS YOU'VE SEEN IN THE PAST: (UsSE MoRE PAPER AS NEEDED.)

| DATE | DR. NAME |

CONDITION(S)

| WHyY DID You LEAVE?

0 [O HAvE You EVER SEEN A MEDICAL DOCTOR FOR THIS CONDITION BEFORE? (USE MORE PAPER AS NEEDED.)

DATE DR. NAME

CONDITION(S)

RESULTS

OMPLETE RECOVERY (] COMPLICATIONS

[J COMPLICATIONS

|

| Oc

| [0 COMPLETE RECOVERY
| Oc¢

OMPLETE RECOVERY (] COMPLICATIONS




PAsST MEDICAL HISTORY - CONTINUED

[0 Do YouHAVE ANY ALLERGIES? IF SO, TOWHAT?

LIST ANY PRESCRIPTION DRUGS, OVER THE COUNTER DRUGS, VITAMINS, AND/OR SUPPLEMENTS: (USE MORE PAPER AS NEEDED.)

0 YEs [ No
[JYEs [ No

| PrRODUCT / DRUG | REASON(S) | FREQUENCY | DOSAGE | HELPING?

\ | | | [OOYes [JNo
| | | | Oyes [No
\ | | | [OOYyes [JNo
| | | |

| | | |

O O HAvEYou ATTEMPTED ANY OTHER SELF CARE REMEDIES TO ALLEVIATE YOUR CONDITION? (E.G. TOPICAL OINTMENTS OR HOME MEDICAL
EQUIPMENT SUCH AS BRACES/SUPPORTS, CERVICAL PILLOW, Low BACK SUPPORT BELT, STRETCHING, EXERCISING, ETC.) IF YES, WHAT?

(0 [ DEescRIBE ANY MAJOR ILLNESSES, INJURIES, FALLS, HOSPITALIZATIONS, AUTO ACCIDENTS, AND/OR SURGERIES: (USE MORE PAPER AS NEEDED.)

| DATE | DR. NAME | CONDITION(S) | RESULTS
| | | | [0 COMPLETE RECOVERY ] COMPLICATIONS
| | | | [0 COMPLETE RECOVERY ] COMPLICATIONS
| | | | [0 COMPLETE RECOVERY (] COMPLICATIONS
SoclAL HEALTH HISTORY
GENDER: [0 MaLe [0 FEMALE STUDENT: [ PART-TIME [ FuLL-TivE [0 ScHooL:
OCCUPATION: HRS PER WEEK : YRS ON JOB: YRS WITH EMPLOYER:

RECREATIONAL ACTIVITIES / HOBBIES:

YES NO
O [O DoYouEXERCISE? How OFTEN? INWHAT WaY?

[0 [ AREYoOuASMOKER? How MucH?

How MucH WATER DO You DRINK?

O [O Do YouCONSUME CAFFEINE? How MucH & How OFTEN?

[0 O Do You CoNSUME ALcoHOL? How MucH & How OFTEN?

FAMILY HEALTH HISTORY

LiIST ANY CURRENT OR PAST HEALTH CONDITIONS OF YOUR FAMILY MEMBERS. OR IF DECEASED, AT WHAT AGE AND FROM WHAT?

MOTHER:
FATHER:
BROTHERS/SISTERS:! How MANY?
CHILDREN: How Many?

SYSTEM REVIEW QUESTIONS

HAvVE You HAD ANY PROBLEMS WITH THE FOLLOWING AREAS NOW OR IN THE PAST? (PLEASE MARK Y FOR YES OR N FOR NO IN EACH OF THE FOLLOWING:)

1. EYES (GLASSES, CONTACTS, CATARACTS, GLAUCOMA, ETC.) 7._____ GASTRO-INTESTINAL (ACID REFLUX, ULCERS, GALL BLADDER, 1.B.S., ETC.)
2. EARS, MoOUTH, NOSE, THROAT (HEARING LOSS, SINUS, ETC.) 8. GENITO-URINARY (MALE/FEMALE REPRODUCTION, KIDNEYS, BLADDER, ETC.)
3.___ CARDIOVASCULAR (HEART, HIGH B.P., HIGH CHOLESTEROL, ETC.) 9. MUSCULOSKELETAL (BREAKS, ARTHRITIS, OSTEOPOROSIS, DISCS, ETC.)
4. RESPIRATORY (LUNGS, BREATHING, ASTHMA, C.0.P.D., ETC.) 10. ___ SKIN (RASHES, SKIN CANCER, DRYNESS, PSORIASIS, ECZEMA, HAIR, ETC.)
5.___ NEUROLOGICAL (NERVE ISSUES, WEAKNESS, NUMBNESS, ETC.) 11.___ PSYCHIATRIC (ANXIETY, DEPRESSION, BIPOLAR, ADD/ADHD, ETC.)

6.__ ENDOCRINE (THYROID, HORMONAL IMBALANCES, LIVER, ETC.) 12.__ OTHERS:

PLEASE DESCRIBE IN MORE DETAIL:

| certify that I, and /or my dependent(s), have insurance coverage with the above Carrier and assign directly to Cornerstone Chiropractic & Wellness all insurance benefits, if
any otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | authorize the use of my
signature on all insurance submissions.

Cornerstone Chiropractic & Wellness may use my health care information and may disclose such information to my insurance Carrier(s) and their agents for the purpose of
obtaining payment for services and determining insurance benefits or the benefits payable for related services.

| hereby authorize the doctors Cornerstone Chiropractic & Wellness to perform an examination, including x-rays if indicated, and to provide chiropractic services to me (or my
dependants) based on the information provided herein.

Signature of Patient, Parent, Guardian or Personal Representative Please Print Name of Patient, Parent, Guardian or Personal Representative

@ CORNERStONe

CHIROPRACTIC & WELLNESS

153 South Main Street, PO Box 376 Shawano, WI 54166
www.CornerstoneWellnessWl.com




