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Leaf Chiropractic: 
A Creating Wellness 
Center 

Personal Information: 
Name: SSN:__-__-__DOB:_I_I_Age:__ 
Address:
City/State/Zip: _ 
Home Phone#: Work Phone#: Cell#: _ 
E-mail address:---------------------­
Gender: Male Female Status: Married Single Divorced Widowed 
Number of children:

Occupation: Employer name/phone#: _
 
Primary Care Physician: Phone #: _
 
Whom may we thank for referring you to our office? 

Rat your health and well ness. 
Place an 'X' that denotes where you believe is your current level of wellness. 
Place an '0' indicating where you would like your wellness to be. 

; I I 

What brings you to our office? (If you are here solely for Creating Wellness, 
please skip to the "General History" on the next page.) 

Please briefly describe your chief concern, including the effect it has had on your life. 

Rate severity scale 1-10 (1 =mild, 10 =severe): 

When and how did it start? 

Are symptoms constant or intermittent? 

Since the problem started it is; _ the same _ getting better _ getting worse 

What makes the problem worse? 

What, if anything, makes the problem feel better? 

If you are experiencing pain, is it; _ sharp dull _ burning throbbing 

Does the pain travel/radiate anywhere; _ no _ yes - please describe 

Does this interfere with your; _leisure work _ sleep _ sports/exercise other 



Your Goals 
(Please complete to entirety) 

At our office we are concerned about your health and wellness goals. Please take a 
moment to list your goals. 

Wellness Goals
 
Physical (Be Fit) Nutrition (Eat Right) Lifestyle (Think Well)
 

Please check all that are relevant: 

Do you: Would you like to know more about: 

o Drink 1/2 your body weight of water 0 Proper nutrition and meal planning 
in ounces each day 

o Proper exercise routines and techniques 
o Exercise regularly 

o How to deal with lifestyle stress 
o Take vitamins or supplements 

I consent to a professional and complete chiropractic examination, and to any radio­
graphic examination that the doctor deems necessary. I understand that all fee's for 
service rendered are due at the time of service and cannot be deferred to a later date. 

Signature: Date: __1__1__ 

Thank you for filling out this form.
 
It is your first step to Creating Wellness!
 

Return this to our staff and we will be right with you.
 


