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Adult and Adolescent Health Questionnaire

Name:_________________________________

Address:_________________________________________

City:___________________________________

State: ___________

Telephone home: ____________________________

Cell phone: ______________________________________

Zip: ________________________

Are you a veteran?_______ If yes what is your Social Security Number? ___________________________________
Email address: ______________________________

Marital status: ____________________________________

Occupation: ________________________________

Employer: _______________________________________

Birth date: __________________________________
Height: _________ft. __________in

Weight: _________________

Health insurance name: __________________ Do you have a HSA/HRA? (health savings account) __Yes__No
Names and ages of children: ______________________________________________________________________
Present medical Doctor : _______________________

Present medical clinic: _____________________________

Previous Chiropractor :___________________________________________________________________________
Last visit date: _______________________________

Reason for leaving : _______________________________

How did you hear about our office?
___ Referral from friend/family/co-worker (name please __________________________________)
___Internet/Google ___Yellow Pages ___drive by ___Facebook ___ other
What is your main reason for this visit?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
How long have you suffered with this problem? ______________________________________________________
How did it start? _______________________________________________________________________________
Could have it been caused by a work injury or auto accident? _____ If yes, please explain: ____________________
_____________________________________________________________________________________________
What have you triedLive
to get
rid Chiropractic
of this problem?
_______________________________________________________
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What gives you temporary relief? ___________________________________________________________________
What makes it worse? ____________________________________________________________________________
What areas of your life are being most affect because of this? ___________________________________________)_
List top 3 items in your life which would improve if we could help resolve you reason for coming into the office
1.____________________ 2._______________________ 3. _________________________________
Other professionals seen for main health concern: _____________________________________________________
Treatment and results: _____________________________________________________________________
Any additional complaints? ________________________________________________________________________
_______________________________________________________________________________________________
Do you have any other health problems we should be aware of? __________________________________________
Show areas of pain or unusual feeling. Mark the areas on the diagram below and please include altered sensation
and referral pain.
Include all affected areas.

Show area(s) of pain or unusual feeling.
Mark the areas on this body where you feel
the described sensations. Use the
appropriate symbols. Mark areas of
radiation. Include all affected areas.
Numbness:

••••••
••••••

Burning:

XXXXXXX
XXXXXXX

Aching:

*******
*******

Stabbing:

/////////
/////////

Pins/Needles

⃝⃝⃝⃝⃝
⃝⃝⃝⃝⃝
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THIS SECTION FOR PREGNANT WOMEN ONLY
Have you been to a Chiropractor with a previous pregnancy? ___ If so who/when? ____________________________
Is this your first pregnancy? ___ How many births have you had? ____ Who is your birth provider? _______________
Where do you plan on delivering? _______________How many weeks pregnant are you now? ___________________
What is your due date? ______
Have you had any physical traumas during your pregnancy? ___ If yes please describe: _________________________
_______________________________________________________________________________________________
Have you had any evaluation procedures (ultrasound, amniocentesis, etc)? ______ If yes please describe the
results: ________________________________________________________________________________________
Describe any stressful events in your life during this pregnancy: ____________________________________________
_______________________________________________________________________________________________
What are your most significant fears associated with this birth? ____________________________________________
_______________________________________________________________________________________________
Do you have someone that will be supporting you during delivery other than birth care provider? _________________
Have you completed a birth plan? ________

FOR WOMEN ONLY
Date of last menstrual period? _________ If used list any means of contraception: _____________________________
Do you suffer severe cramping with your menstrual period? ___ Do you suffer from PMS? ______________________
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EXERCISE

WORK ACTIVITY

HABITS

⃝ None

⃝

⃝ Smoking

⃝ Moderate

Sitting
⃝ Standing

⃝ Daily

⃝ Light Labor

⃝ Coffee/Caffeine

⃝ Heavy

⃝ Heavy

Labor

Packs per day________________
Drinks per week______________

⃝ Alcohol

Drinks
⃝ High Stress Level

Cups/Ounces per day _________
Reason _____________________

Medication Name

Condition taking for

Number of times per day

Supplements/Vitamin

Mg per dose

Number of times per day

Allergies To Medication

Allergies General

In case of emergency please notify: ___________________________________________
Relationship and telephone number: __________________________________________
At our office we are not only interested in your health and well being, but the health and well being of your family as
well. Please mention any health conditions or concerns you may have about your…
Children:
_______________________________________________________________________________________
Spouse:
________________________________________________________________________________________
Mother:
________________________________________________________________________________________
Father:
_________________________________________________________________________________________
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TERMS OF ACCEPTANCE

When a patient seeks chiropractic care and we accept a patient for such care, it is essential for both to be working for
the same objective. Chiropractic has only one goal. It is important that each patient understands both the objective and
the method that which will be used to attain it. This will prevent any confusion or disappointment.
ADJUSTMENT: The adjustment is the specific application of forces to facilitate the body’s correction of a vertebral
subluxation. Our chiropractic method of correction is by specific adjustment to the spine.
HEALTH: The state of optimal physical, mental, and social well-being, not merely the absence of disease or
infirmity.
VERTEBRAL SUBLUXATION: A misalignment of one or more of the 24 vertebra in the spinal column which
causes alteration of nerve function and interference to the transmission of mental impulses, resulting in a lessening of
the body’s innate ability to express its maximum health potential.
We do not offer the diagnosis or treatment of any disease. We only offer to diagnose either vertebral subluxation
complex and/or neuro-musculoskeletal conditions. However, if during the course of a chiropractic spinal
examination we encounter unusual findings which are outside the scope of practice for a Doctor of Chiropractic, we
will advise you. If you desire advice, diagnosis, or treatment for those findings, we will recommend that you seek the
services of another health care provider.
Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatments
prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to eliminate major interference to the expression
of the body’s innate wisdom. Our only method is the specific adjustment to correct vertebral subluxation. However,
we may use other procedures to help your body hold those adjustments.

AUTHORIZATION FOR CARE
I authorize Live Well Chiropractic and its doctors to administer care as they deem necessary. I authorize the doctors to
perform an exam and administer treatment. I clearly understand and agree I am personally responsible for payment of
any fees not covered by my insurance.

I, ________________________________ have read and fully understand the above statements.
(printed name)
Signature: ________________________________________ Date: ________________________________________
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