
Zionsville Holistic Chiropractic and Wellness Center     Confidential Health History 

Welcome 
Name: ___________________________________________________________________________________ Date:____/____/____ 

Home Phone: ____-_____-_____  Cell Phone: ____-_____-_____  Work phone: ____-____-____ 

Home Address: ________________________________________________City:_________________________________________ 

State: ______ Zip: _________ Date of Birth: ____/____/_____   Age:_____  Marital Status: S M D W  #of Children: ____  

 Your Occupation: ________________________________________  Email: ______________________________________  _____Yes, I 

would like to receive our FREE bi weekly e-newsletter. In case of Emergency call: _______________________ 

Referred By:_________________________  Employer Name: ________________________________________________________  
Previous Chiropractic care? (Yes or No) ______ When? _______ Whom?____________________________________________ 
Is your condition due to an auto accident?___ or work related?___  Date of Injury________ Claim#__________________ 
 

PRESENT COMPLAINTS 
1.__________________________________________________________________________________Date Started: ____/____/____   

Caused by: ___________________________________________________________________________________________________ 

Circle all that apply: Sharp  Dull  Constant   Intermittent   Radiating (shooting)  Numbness Tingling  Weakness  Spasm   

What makes it better? ____________________________________ Worse?______________________________________________ 

What times of day is it worse or better? ________________________ Is it getting worse?_______________________________ 

Does it interfere with certain activities? _______________ Work Sleep Daily Routine Other:_________________ 

Have you seen other doctors for this condition? _________Who?___________________________________________________ 

Other Treatment? ______________________________________________________________________________________________ 

Please list any tests and their dates. (MRI, CT, X-Ray, Lab, Ultrasound, etc.) 

1.____/____/____  ___________________________________                        2.____/____/____  ______________________________ 

3.____/____/____  ___________________________________                       4. ____/____/___  _______________________________ 
 

Other Complaints 
2.___________________________________________________________________________Date Started: ____/____/____   Caused 

by: ___________________________________________________________________________________________________ 

Circle all that apply:  Sharp Dull  Constant Intermittent  Radiating (shooting)  Numbness  Tingling  Weakness   Spasm  

Does it interfere with certain activities? _____Work  Sleep Daily Routine Other: _________________________ 

Have you seen other doctors for this condition? ______ Who?____________________ Treatment? _____________________ 

Please list any tests and their dates. (MRI, CT, X-Ray, Lab, Ultrasound, etc.) 

1.____/____/____  __________   2.____/____/____  ___________ 3.____/____/____  ___________  4. ____/____/____  __________ 

PAST HEALTH HISTORY 

Please list all accidents injured or not, hospitalizations, surgeries, broken bones and the year they occurred. 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

There are some herbs that should not be taken in conjunction with prescription medications.  Please list all current medications and 

duration of use including birth control pills/injections/patches and over the counter medications. 

_______________________________________________________________________________________________________________ 

List all past, including childhood, medications, and duration of use, including oral contraceptives and antibiotics. 

_______________________________________________________________________________________________________________

_ 

List all current vitamins, herbs, homeopathy and any other supplements. 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 



Physical Chemical and Emotional Stresses play a big part in our overall health.  These questions are used to identify what 
stresses you have experienced both in the past and presently that could be contributing to your current health condition. 

 
CHEMICAL STRESS Circle all that applies 
Alcohol   Past Present   
How often? __________________ 

Soft drinks  Past Present   
How often? ___________________ 

Smoking   Past Present   
How often? _____________ How long? ______________ 

Second Hand Smoke  Past Present  
How many years? ________________ 

Coffee/Tea   Past Present  
How often? ___________________ 

Excessive Sugar   Past Present  
How often? ____________________ 

Artificial Sweeteners  Past Present 
What kind? ____________________ 

Junk foods   Past  Present  
How often? ____________________ 

Recreational Drugs  Past Present 
What kind? ___________________ 
How often? ___________________ 

Over-the-Counter Meds. (ex. Tylenol, Advil, etc.)    
Past Present 

What kind? _____________________ 
How often? ____________________ 

 

 

EMOTIONAL STRESS Circle all that applies 
Relationships Past Present 
Explain__________________________________________ 

Career  Past Present 
Explain__________________________________________ 

Children  Past Present 
Explain__________________________________________ 

Money  Past Present 
Explain__________________________________________ 

Hectic Life  Past Present 
Explain__________________________________________ 

Hold in feelings  Past Present 
Explain__________________________________________ 

Verbal abuse Past Present 
Explain__________________________________________ 

Physical abuse  Past Present 
Explain__________________________________________ 

Sickness or Loss of Loved One    Past    Present 
Explain__________________________________________ 

What do you feel is you greatest stress? 
___________________________________________________
___________________________________________________
_

DIET HISTORY 
Typical Breakfast: ____________________________________________________________________________________________ 

Typical Lunch: _______________________________________________________________________________________________ 

Typical Dinner: _______________________________________________________________________________________________ 

Snacks: _______________________________________________________________________________________________-_____ 

Water consumption:  How many glasses a day? __________ 

What are your daily activities and hobbies? ________________________________________________________________________ 

What kind of exercise do you do? ________________________________________________________________________________ 

How often? _________________________________________________________________________________________________ 

FAMILY HISTORY  
Cancer: ______ Stroke: __________Diabetes: ________ Arthritis: ________ Heart Disease: _____ 

Auto Immune Disorders: _________ Other: _______________________________________________ 
Our priority is helping you achieve your health goals.   What are your goals? _____________________________________ 

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

__



Please check the appropriate box for any of the following symptoms which you now have or have had 
previously. We want all the facts about your health before we accept your case. THIS IS A CONFIDENTIAL 
HEALTH REPORT. 

O - OCCASIONAL 
F - FREQUENT 
C - CONSTANT 

O F C  
 GENERAL 
□□□ Allergy 
□□□ Chil ls 
□□□ Convulsions 
□□□ Dizziness 
□□□ Fainting 
□□□ Fatigue 
□□□ Fever 
□□□ Headache 
□□□ Loss of sleep 
□□□ Loss of weight 
□□□Nervousness/depression 
□□□ Neuralgia 
□□□ Numbness 
□□□ Sweats 
□□□ Tremors 

 MUSCLE & JOINT 
□□□ Arthrit is 
□□□ Bursit is 
□□□ Foot trouble 
□□□ Hernia 
□□□ Low back pain 
□□□ Lumbago 
□□□ Neck pain or st iffness 
□□□ Pain between 

shoulders 
Pain or numbness in:  
□□□ Shoulders 
□□□ Arms 
□□□ Elbows 
□□□ Hands 
□□□ Hips 
□□□ Legs 
□□□ Knees 
□□□ Feet 
□□□ Painful  tail  bone 
□□□ Poor posture 
□□□ Sciatica 
□□□ Spinal  curvature 
□□□ Swollen joints 

O F C  
 GASTRO-UNTESTINAL 
□□□ Belching or gas 
□□□ Colitis 
□□□ Colon trouble 
□□□ Constipation 
□□□ Diarrhea 
□□□ Difficult digestion 
□□□ Distension of abdomen 
□□□ Excessive hunger 
□□□ Gall bladder trouble 
□□□ Hemorrhoids 
□□□ Intestinal worms 
□□□ Jaundice 
□□□ Liver trouble 
□□□ Nausea 
□□□ Pain over stomach 
□□□ Poor appetite 
□□□ Vomiting 
□□□  Vomiting of blood 

  EYES, EARS, 
  NOSE & THROAT 
□□□ Asthma 
□□□ Colds 
□□□ Crossed eyes 
□□□ Deafness 
□□□ Dental decay 
□□□ Earache 
□□□ Ear discharge 
□□□ Ear noises 
□□□ Enlarged glands 
□□□ Enlarged thyroid 
□□□ Eye pain 
□□□ Failing vision 
□□□ Far sightedness 
□□□ Gum trouble 
□□□ Hay fever 
□□□ Hoarseness 
□□□ Nasal obstruction 
□□□ Near sightedness 
□□□ Nosebleeds 
□□□ Sinus infection 
□□□ Sore throat 
□□□ Tonsillitis 

O F C  
 CARDIO-VASCULAR 
□□□ Hardening of 

arteries 
□□□ High blood 

pressure 
□□□ Low blood pressure 
□□□ Pain over heart 
□□□ Poor circulation 
□□□ Rapid heart beat 
□□□ Slow heart beat 
□□□ Swelling of ankles 

 RESPIRATORY 
□□□ Chest pain 
□□□ Chronic cough 
□□□ Difficult breathing 
□□□ Spitting up blood 
□□□ Spitting up phlegm 
□□□ Wheezing 

 SKIN 
□□□ Boils 
□□□ Bruise easily 
□□□ Dryness 
□□□ Hives or allergy 
□□□ Itching 
□□□ Skin eruptions 

(rash) 
□□□ Varicose veins 

 GENITO-URINARY  
□□□ Bed-wetting 
□□□ Blood in urine 
□□□ Frequent urination 
□□□ Inability to control 

kidneys 
□□□ Kidney infection or 

stones 
□□□ Painful urination 
□□□ Prostate trouble 
□□□ Pus in urine 

 FOR WOMEN ONLY 
□□□ Congested breasts 
□□□ Cramps or backache 
□□□ Excessive menstrual 

flow 
□□□ Hot flashes 
□□□ Irregular cycle 
□□□ Menopausal symptoms 
□□□ Painful menstruation 
□□□ Vaginal discharge 
□ Yes □ No Are you pregnant?

CHECK THE FOLLOWING CONDITIONS YOU HAVE OR HAVE HAD: 
□ Alcoholism □ Cold sores □ Goiter □ Measles □ Rheumatic fever 
□ Anemia □ Diabetes □ Gout □ Miscarriage □ Scarlet fever 
□ Appendicitis □ Diphtheria □ Heart disease □ Multiple sclerosis □ Stroke 
□ Arteriosclerosis □ Eczema □ HIV/AIDS □ Mumps □ Tuberculosis 
□ Arthritis □ Emphysema □ Influenza □ Pleurisy □ Typhoid fever 
□ Cancer □ Epilepsy □ Lumbago □ Pneumonia □ Ulcers 
□ Chorea □ Fever blisters □ Malaria □ Polio □ Venereal Disease 



ZIONSVILE HOLISTIC CHIROPRACTIC AND WELLNESS CENTER, LLC 
PATIENT-INFORMED CONSENT 

The Doctor-Patient Relationship in Chiropractic 

 
CHIROPRACTIC 

 Welcome to our office! It is very important to acknowledge the difference between the health care specialties of 

Chiropractic and Medicine. Chiropractic strives to enhance your health by natural means, without the use of drugs or 

surgery. Our job, if you are accepted as a patient, will be to help you raise your levels of health, not merely suppress 

your symptoms. As your health levels go up, very often your symptoms will go down. This is because the body is a 

self-healing organism, and Chiropractic assists the natural recuperative powers of the body to heal itself. The 

success of Chiropractic procedures often depend upon environment, underlying causes, and your physical, 

emotional, mental and spinal conditions. It is important to understand what to expect from our chiropractic health 

care services. 
  
 ANALYSIS 

 We will be conducting a clinical analysis for the express purpose of determining whether or not you have one or 

more Vertebral Subluxation Complex(s)(VSC) or Vertebral Subluxation Syndrome(s)(VSS). If a VSC or VSS is in 

evidence, then Chiropractic adjustments and ancillary procedures may be given to you in an effort to stabilize and 
restore spinal integrity. It is a main Chiropractic premise that proper spinal alignment allows optimal nerve 

transmission throughout the body and gives the body an opportunity to use its inherent recuperative powers. Due to 

the complexities of nature, no ethical doctor, chiropractic or medical, can promise specific results. The results you 

receive will depend upon the natural inherent recuperative powers of your body. 

 
 DIAGNOSIS 

 Chiropractors are not medical doctors, and just as a medical doctor is incompetent to render a chiropractic opinion 

because they have not had the proper training to do so, too, Dr. Whalen will not make a medical diagnosis or 

opinion. He will provide the very finest Chiropractic diagnosis, opinion, and care for you that he may see fit for 

his/her optimal health. Dr. Whalen may express her opinion to you in an effort to help you understand your situation 

better, but your health is your responsibility and you are responsible for the final decision. 

 
 INFORMED CONSENT REGARDING CHIROPRACTIC CARE 

 Chiropractic provides a specialized non-duplicating health care service by the location, analysis, and stabilization of 

VSC or VSS. No other health care provider does this. If you are accepted as a patient, you are giving Dr. Whalen 

permission and authority to care for you in accordance with Chiropractic tests, analyses, and procedures. The 

Chiropractic adjustment or any other of our procedures are usually beneficial. In very rare cases, underlying physical 

defects, deformities, or pathologies may render the patient susceptible to injury. No adjustment or any other 

procedure will be performed if they are not indicated. Again, it is the responsibility of the patient to make it known 

or to learn through health care procedures whatever he/he is suffering from, be it latent pathological defects, 

illnesses, deformities, or other problems which would otherwise not come to the attention of Dr. Whalen. Careful 
attention must be taken to accurately complete our case history and any other forms required. Help us help you- 

please give us the information we request. Your attendance at one Health Seminar within the first 4-6 weeks of care 

is required so we may assist you completely as possible once you are accepted as a patient at our clinic.  

 
 RESULTS 

 Our purpose is to help you by the location, analysis, and stabilization of  VSC or VSS. This will assist in the natural 

promotion of health. Since there are many variables, it is difficult to predict results or the time necessary for them. 

Sometimes the results are exceptional! Sometimes not. Usually there will be a gradual satisfactory response. In any 

case, the fact is that no science, medical or chiropractic, is so exact as to have all the answers to all problems. Both 

have made great strides in helping millions of people and helping to alleviate pain and suffering. 

 
 PLEASE DISCUSS ANY QUESTIONS YOU MAY HAVE WITH DR. WHALEN BEFORE YOU SIGN THIS 

STATEMENT OF POLICY. 

 
 
 Date:_________________Signature:________________________________________  

  



Please check the appropriate box for any of the following symptoms which you now have or have had previously. We want all 
the facts about your health before we accept your case. THIS IS A CONFIDENTIAL HEALTH REPORT. 

O - OCCASIONAL 
F - FREQUENT 
C - CONSTANT 

O F C  
 GENERAL 
□□□ Allergy 
□□□ Chil ls 
□□□ Convulsions 
□□□ Dizziness 
□□□ Fainting 
□□□ Fatigue 
□□□ Fever 
□□□ Headache 
□□□ Loss of sleep 
□□□ Loss of weight 
□□□Nervousness/depression 
□□□ Neuralgia 
□□□ Numbness 
□□□ Sweats 
□□□ Tremors 

 MUSCLE & JOINT 
□□□ Arthrit is 
□□□ Bursit is 
□□□ Foot trouble 
□□□ Hernia 
□□□ Low back pain 
□□□ Lumbago 
□□□ Neck pain or st iffness 
□□□ Pain between 

shoulders 
Pain or numbness in:  
□□□ Shoulders 
□□□ Arms 
□□□ Elbows 
□□□ Hands 
□□□ Hips 
□□□ Legs 
□□□ Knees 
□□□ Feet 
□□□ Painful  tail  bone 
□□□ Poor posture 
□□□ Sciatica 
□□□ Spinal  curvature 
□□□ Swollen joints 

O F C  
 GASTRO-UNTESTINAL 
□□□ Belching or gas 
□□□ Colitis 
□□□ Colon trouble 
□□□ Constipation 
□□□ Diarrhea 
□□□ Difficult digestion 
□□□ Distension of abdomen 
□□□ Excessive hunger 
□□□ Gall bladder trouble 
□□□ Hemorrhoids 
□□□ Intestinal worms 
□□□ Jaundice 
□□□ Liver trouble 
□□□ Nausea 
□□□ Pain over stomach 
□□□ Poor appetite 
□□□ Vomiting 
□□□  Vomiting of blood 

  EYES, EARS, 
  NOSE & THROAT 
□□□ Asthma 
□□□ Colds 
□□□ Crossed eyes 
□□□ Deafness 
□□□ Dental decay 
□□□ Earache 
□□□ Ear discharge 
□□□ Ear noises 
□□□ Enlarged glands 
□□□ Enlarged thyroid 
□□□ Eye pain 
□□□ Failing vision 
□□□ Far sightedness 
□□□ Gum trouble 
□□□ Hay fever 
□□□ Hoarseness 
□□□ Nasal obstruction 
□□□ Near sightedness 
□□□ Nosebleeds 
□□□ Sinus infection 
□□□ Sore throat 
□□□ Tonsillitis 

O F C  
 CARDIO-VASCULAR 
□□□ Hardening of 

arteries 
□□□ High blood 

pressure 
□□□ Low blood pressure 
□□□ Pain over heart 
□□□ Poor circulation 
□□□ Rapid heart beat 
□□□ Slow heart beat 
□□□ Swelling of ankles 

 RESPIRATORY 
□□□ Chest pain 
□□□ Chronic cough 
□□□ Difficult breathing 
□□□ Spitting up blood 
□□□ Spitting up phlegm 
□□□ Wheezing 

 SKIN 
□□□ Boils 
□□□ Bruise easily 
□□□ Dryness 
□□□ Hives or allergy 
□□□ Itching 
□□□ Skin eruptions 

(rash) 
□□□ Varicose veins 

 GENITO-URINARY  
□□□ Bed-wetting 
□□□ Blood in urine 
□□□ Frequent urination 
□□□ Inability to control 

kidneys 
□□□ Kidney infection or 

stones 
□□□ Painful urination 
□□□ Prostate trouble 
□□□ Pus in urine 

 FOR WOMEN ONLY 
□□□ Congested breasts 
□□□ Cramps or backache 
□□□ Excessive menstrual 

flow 
□□□ Hot flashes 
□□□ Irregular cycle 
□□□ Menopausal symptoms 
□□□ Painful menstruation 
□□□ Vaginal discharge 
□ Yes □ No Are you pregnant?

CHECK THE FOLLOWING CONDITIONS YOU HAVE OR HAVE HAD: 
□ Alcoholism □ Cold sores □ Goiter □ Measles □ Rheumatic fever 
□ Anemia □ Diabetes □ Gout □ Miscarriage □ Scarlet fever 
□ Appendicitis □ Diphtheria □ Heart disease □ Multiple sclerosis □ Stroke 
□ Arteriosclerosis □ Eczema □ HIV/AIDS □ Mumps □ Tuberculosis 
□ Arthritis □ Emphysema □ Influenza □ Pleurisy □ Typhoid fever 
□ Cancer □ Epilepsy □ Lumbago □ Pneumonia □ Ulcers 
□ Chorea □ Fever blisters □ Malaria □ Polio □ Venereal Disease 















Date:______________________                            Patient Name ____________________________________ 

 

The Holmes and Rahe Stress Scale 
 
• Slowly, read down through the list. 
• Each life event is assigned a Stress Score– the number after it. 
• If this event has occurred in your life over the past year, circle    

that stress score or write it on the corresponding line. 
• If it doesn’t apply to you, leave the line blank. 
• At the bottom, total up the scores you have written on the lines  
 and compare them to the Scoring Key. 
 

 

Death of spouse               100 ______ 
Divorce            73 ______  
Marital separation         65 ______  
Imprisonment          63 ______  
Death within family        63 ______  
Personal illness or injury       53 ______  
Marriage            50 ______  
Redundancy from work       47 ______  
Reconciliation of marriage   45 ______  
Retirement            45 ______  
Illness within family        44 ______  
Pregnancy            40 ______  
Sexual difficulties         39 ______  
New family member        39 ______  
Business changes or restructuring 39 ______  
Changes in financial situation     38 ______  
Death of close friend        37 ______  
Change of occupation        36 ______  
Increased conflict with spouse     35 ______  
Large mortgage or loan       31 ______  
Foreclosure of mortgage or loan    30 ______  
New responsibilities at work     29 ______  
Children leaving home       29 ______  
Trouble with in-laws        29 ______  
Great personal achievement     28 ______  
Spouse starts or stops work      26 ______  
Start or end of school or college    26 ______  
Change in living conditions      25 ______  



Date:______________________                            Patient Name ____________________________________ 

 

Change in personal habits      24 ______  
Trouble with employer or boss     23 ______  
Change in work conditions     20 ______  
Moving house          20 ______  
Changing school or college     20 ______  
Change in recreation        19 ______  
Change in church activity      19 ______  
Change in social activity       18 ______  
Moderate mortgage or loan     17 ______  
Change in sleep patterns       16 ______  
Change in number of family meetings 15 ______  
Change in eating habits       15 ______  
Holiday            13 ______  
Christmas            12 ______  
Minor law infringements       11 ______  
  
 Your Total Score     ______ 

This allows you to determine the total amount of stress you are experiencing by adding up the relative 
stress values, known as Life Change Units (LCU), for various events.   

 A score of 250 or more is considered high.  Persons with a low stress tolerance may find themselves 
overstressed with a score of 150.  The test is used to determine disease susceptibility.    
 

SCORING KEY 
— These scores are a general measure of stress. People handle stress differently. Some are able to 
carry stress more than others. 
 
Score less than 150 or Less: You have a 37% chance of becoming seriously ill. 
 
If your score is 150+, your health is at considerable risk. 
 
Score between 150 to 300: You have a 51% chance of becoming seriously ill. 
 
Score over 300: You have an 80% chance of serious illness in the next 2 years. 

Adapted from the "Social Readjustment Rating Scale" by Thomas Holmes and Richard Rahe. This scale 
was first published in the Journal of Psychosomatic Research. 1967, vol. II p. 214.  


