           WELCOME TO HAPPY SPINE
My team & I would like to thank you, for your commitment to improving your health & wellbeing. Our community knows that we are a unique, open plan practice focused on improving as many lives, families and communities as we can through greater health and well-being with natural chiropractic care.  By the end of this letter I believe that you will be comforted by our quality of care, service and professionalism.

At Happy Spine, we are concerned with correcting the health of your spine, posture & nervous system, to not only eliminate your symptoms, but to improve your overall health, wellness and prevent dis-ease now and in the future.

On your first visit we will conduct an extensive analysis of your spine, posture & nervous system, record any history of traumas and/or health stressors and discuss what is required to improve your health and vitality. Correction of the spine is like changing teeth alignment in your mouth with braces. Permanent changes are made over a period of time with frequent adjustments and exercises specific to you.  We will monitor your progress through regular assessments and when required x-rays as they are the only definitive test to know how well your spine is improving. We use very specific, highly advanced handheld adjusting tool (ArthroStim) in order to get your subluxations/spinal malfunction in your spine improved. 

While all chiropractors want their patients to be out of pain as quickly as possible, our primary focus is to restore optimal health to your spine & nervous system, and correct your posture through a very precise program of spinal adjustments, stretches, and exercises. Basically, we will assist you in teaching your body how to get healthy and stay healthy. Your frequency and cost of care is determined by the severity of the subluxations in your spine. Of course, how far you take your care is always up to you. We look forward to working together with you to enhance the backbone of your life. 

First Visit – How good or bad is your problem?     



60-75 minutes
Includes: Chiropractic exams, consultation, x-rays (if clinically necessary), report of findings & recommendations for care. The fee is $270.00 NOW $157 Save $113 and is payable on the day.
Additional Options:

If you require a CD including a printed x-ray report we can supply this for an additional $25

If you have old x-rays and wish for these to be compared to your new x-rays, this is available at an additional cost of $25.00 per view including a written report.

Now you know the severity of your spinal health problems & the chiropractic solutions. You're ready to have your first adjustment at an additional cost of $56. Future adjustments can be bought via care plans this will  save you 5-15% off the retail value of care.
Follow-up Visits (Adjustments/Treatments)




10-15 minutes
Regular spinal adjustments will help restore optimal health, promote a sense of wellbeing, correct posture, improve spinal biomechanics and most importantly enhance the function of your nervous system. Your Chiropractor will advise that you start care with 3 adjustments a week, so that your body can quickly establish a rhythm or pattern of correction: Depending on the severity of your case this may take 2-8 weeks. Once your spine has a pattern for correction we will move directly into a 2 times per week adjusting regimen. The reason we need to do 3 times per week is because your body holds an adjustment for about 24-48 hours. Then your body's old bad position slowly returns and moves away from the good healthy pattern of correction. We’re going to be right there to keep you well adjusted so that we can get you moving and feeling better as quickly as possible. Each adjustment, therefore, will add to the one before it. 

After symptomatic relief, many clients choose to pursue corrective/wellness care. This is where dramatic, longer lasting spinal changes are made. This is done through a specific protocol of adjustments, stretches and exercise. 

Exercises can be used by most adults, to strengthen weaker areas of the spine and improve proper nerve flow and function. 

Adjustments help restore proper movement and function to the spine, decrease abnormal postural shifts and avoid spinal degeneration.

Traction provides a constant stretch to help retrain and reshape the spine to counter the effects of long-standing postural shifts. 
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HEALTH HISTORY FORM:  YOUR CONFIDENTIAL INFORMATION

DATE: ____________________
An optimal functioning spine and nerve system is required for optimal health. Misalignments of the spine affecting the nerve system are called subluxations and prevent the body from having optimal health. On a daily basis we experience physical, chemical and emotional stresses, which can damage our health and quality of life by creating vertebral subluxations. The following questions will help us to uncover the layers of damage to your spine and nerve system that may have resulted in health problems. 

Please complete all relevant sections of form in full detail

	Name:


	E-mail:
Would like to receive our free newsletter?     (  Yes    ( N

	Address:
Suburb:
	Postcode:

	Home Phone:                                              

Mobile:

Are you happy to receive txt reminders from us? ( Y ( N
	Work Phone: 



	DOB:                                            
	Age:           

	Occupation:
	Employer:

	Marital Status:   

Partner’s Name:

Children’s Names And Ages: 


	How did you hear of Happy Spine?




 What is your primary health goal?








What is your primary care objective? 

 ( spinal health check
( QUICK fix
( Stabilise
( CORRECT the cause & restore health   

Right now I would like help for: ______________________________________________________________________________
____________________________________________________________________________________________________________

Is this an ACC claim? 
( No 
( Yes
Date of injury______________________________________________________

What do you think caused this / these pains? ___________________________________________________________ 
______
How do you gain relief? _____________________________________________________________________________ 
______ ___      
Other Doctors / Practitioners you have seen for this condition(s): ______________________________________


Have you ever had x-rays taken? ( No 
(  Yes, when  ________________________
(Please bring them with you on your first visit so we may compare them).
Is this condition getting progressively worse? 
( Yes
( No

( Comes and Goes

( Constant
I have felt this way for:


( Days
( Weeks

( Months


( Years
Have you had this or similar condition(s) in the past? Describe: _______________________________________________

____________________________________________________________________________________________________________
Is this problem interfering with any of the following?
( Work     ( Sleep    ( Daily routine
( Sports Exercise
( Other (please explain)___________________________

Current Symptoms
Right              Back
              Front            Left
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Current Symptoms continued.

Note: Rate out of 10 the average severity of the following (0 = no problem, 1= Slight, 10 = excruciating all the time). Please mark each and every one and be certain to include age of onset and highlight your symptoms of greatest concern at present.
	Symptoms
	Age of onset
	Frequency

Constant/ Daily/ am/pm/ Comes and goes/getting worse/ improving.


	Severity

0-10
	Description of Pain or Symptoms, Cause 

Sharp/ Dull/ Numb/Stiff/Jarring/Tingling/Throbbing/Aching/

Shooting pain/Loss of movement?

	Neck pain
	
	
	
	

	Upper Back pain
	
	
	
	

	Pain between shoulders
	
	
	
	

	Lower back pain
	
	
	
	

	Hip Pain
	
	
	
	

	Poor posture
	
	
	
	

	Weak Joints/Joint pain
	
	
	
	

	Leg pain/Cramps
	
	
	
	

	Numbness/ Tingling 
	
	
	
	

	Migraines/Headaches
	
	
	
	

	Difficulty Sleeping
	
	
	
	

	Irritable/Moody
	
	
	
	

	Dizziness/ringing in ears
	
	
	
	

	Fatigue/Energy Levels low
	
	
	
	

	Brain Fog (Poor concentration)
	
	
	
	

	Nervousness/Depression
	
	
	
	

	Recurrent Colds/ Flu
	
	
	
	

	Allergies/Sinus
	
	
	
	

	Asthma/Bronchitis
	
	
	
	

	Chest Pain
	
	
	
	

	Indigestion/Heartburn
	
	
	
	

	Bowel/Bladder problems
	
	
	
	

	Constipation/Diarrhoea/IBS
	
	
	
	

	Menstrual Problems
	
	
	
	

	Infertility/IVF
	
	
	
	

	Fluid Retention
	
	
	
	

	High/Low blood pressure
	
	
	
	

	High Cholesterol 
	
	
	
	

	Diabetes Type 1 or 2
	
	
	
	

	Other
	
	
	
	


KEY LIFESTYE FACTORS
At  work, do you mainly?
             (  SIT       
( Stand      
( LIFT 
      ( BEND 
      ( Twist 

Hours worked per week: ____________________ how long have you been in your current job type?
____________________
Please rate your level of physical energy:
Low   0   1   2   3   4   5   6   7   8   9   10    High

Please rate your level of Stress:

Low   0   1   2   3   4   5   6   7   8   9   10    High
Average number of hours of sleep each night: ___________________________________________________________
_________
Do you wake feeling refreshed? 

(  Yes 
( No
How many glasses of water do you drink each day(Not including tea, coffee, fruit drinks): _____________________________________
What sports or recreation do you participate in? __________________________________________________________ 
___________
Average time spent exercising each day: ___________________________________________________________________________________
MEDICAL HISTORY
	Surgery performed
	Age
	Details

	
	
	

	
	
	

	
	
	

	Diagnosed Disease
	Age
	Details

	
	
	

	
	
	

	
	
	

	Broken Bones
	Age
	Details

	
	
	

	
	
	

	
	
	

	Accidents, Car, Bike, Childhood etc, etc 

Childhood falls
	Age
	Details

	
	
	

	
	
	

	
	
	

	
	
	

	Medications/Vitamins/Herbal Remedies:
	Amount (mg) & Frequency 
	Details

	
	
	

	
	
	

	
	
	


Medical Doctor
Name: ______________________________________________________________________________________________________________________
Address: _____________________________________________________________________________________________________________________
In order to collaborate for your best outcome, we may send a report to your doctor to advise of our findings and your progress. Do you authorise us to release any medical information required to your doctor?           ( Yes

  ( No 
CHIROPRACTIC/ SPINAL HEALTH HISTORY

Previous Chiropractor:



Where:


When:

___________
Main reason for attending:





 How regular:



Were you happy with your results?







____________
RELEVANT FEMALE SECTION ONLY:
Is there any chance you may be pregnant?




( Yes

  ( No
Are you Breast Feeding 





( Yes

  ( No

Are you planning to conceive in the next 90 days?



( Yes

  ( No

Have you had any difficult pregnancies/ or suffered miscarriage.


( Yes

  ( No

DECLARATION: I, 







(print name) have understood (and sought clarification where I have not understood) the information provided above and answered all questions contained on this form accurately. My signature above acknowledges my consent to any examination procedures deemed appropriate/necessary by the Chiropractor. If this is an ACC Claim, I understand that ACC do not cover the full cost of examination and treatment and that I am responsible for those costs and the full fee if ACC decide to decline my claim. I consent to receiving my results via email.
Signature:





Date:
/
/

Again, thank you for choosing Happy Spine. Remember to bring this form along with any recent spinal x-rays to your first visit. Please also have a look at our website www.happyspine.co.nz for lots of great information.
Dr Jim Miller
Dr Chad Esaiah

Dr Amy Morahan

Chiropractor
X-RAY REQUEST

I have performed a clinical exam of this patient and now request an X-Ray exam. The patient meets the following criteria:
	· Trauma
	· Aged over 50
	· Neurological deficit

	· Unexplained weight loss
	· Inflammation
	· Drug use / abuse

	· Scoliosis assessment
	· Steroid use
	· Surgery in region

	· Examination limited by pain
	· Failure to improve
	· Post anomaly

	· Cancer history
	· Equivocal biomechanical findings
	· 


X-RAY EXAMINATION:
	· Cervical (AP / APOM & Lateral Cervical Spine)
	· Thoracic (AP & Lateral Thoracic Spine)

	· Lumbar (AP & Lateral Lumbar Spine)
	· Other_______________________________________________


Chiropractor:_____________________________ Signature:_________________________________________Date:___________________________



On the body map to the left, please indicate any problem areas. Use the following to identify:


O	=	Pain


X	=	Pins & needles/numbness


#	=                Abnormal sensation (burning


                      /swelling etc)

















