Comprehensive Health Profile

Last Name: First Name: Date:

Address: : City: State:
Zip: Home Phone: Work Phone:

E-Mail: Date of Birth: Occupation:

How did you discover our office and the professional services we offer?

Please complete this general health history and wellness survey. It will provide your practitioner with
important information to better understand your history and long term needs, as well as any wellness or
health related quality of life compromise you may now be experiencing.

Part I : Your Health Concern or Symptoms and How They May Influence Your Life
I. Do youhave a current health/life situation or concern? If so, please describe:

2. When did this situation or concern begin®.

3. Have you done anything about this situation or concern or been given any advice or treatment for it? OYes  ONo
If yes, what were you told?

4. What was done?

5. Did it seem to work?

6. What was different about you after treatment?

7. What was different about your condition or symptom afier treatment?

8. Have your concerns changed since treatment?

9, Please grade the level to which this health concern(s) affects these aspects of your functioning/ quality of life.

0 - It does not seem to affect me. 1 - It seems to slightly affect me.

2 - It seems to moderately affect me. 3 - It seems to drastically affect me.
Work 0123 RecreationPlay 0123 Rest/Sleep 0123
Social life 0123 Walking 0123 Sitting 0123
Exercise D123 Eating 0123 Love lite 0123
Concern about particular symptom/condition 0123 Concern about Health 0 1 2 3

Comments:

10. Have any other family members had the same or similar concerns? OYes  ONo
What did he/she do about them?.

11. Did it seem to work?

12. How aware of this are you during theday? 0 1 2 3  atnight? 0 1 2 3
13. Is there any activity during which you totally, or almost totally, forget about this condition, symptom, or
concern?

14. Is there any time of day which makes you more/less aware of the above?

15. Why do you think this has happened or continues to happen to you?

16. Do you think this is the sole cause? OYes  ONo
17. If no, what else is involved?

18. If this condition or symptom were to go away tomorrow, what would be different about your life?

19. Are you doing anything differently because ot this condition/symptom/concemn?




20). Since the development of this condition/symptom/concern:
a) Have you changed any habits?
b) Held or touched part of your body more often or differently?
¢) Moaned, cried, or made sounds that you usually do not make?
21. Which best describes your current feeling about yourself and your situation?
a) I feel helpless, like little or nothing works.
b) This is terrible, really bad; I am scared and hope you can fix it for me.
¢) I feel stuck and can’t help myself right now.
d) I deserve more than what T have been experiencing and would like you to assist me in my healing.
) Anything else?
22, Please grade the following on a scale of 0 to 3

0-NOT AT ALL l-sL1GHT 2-MODERATE 3-EXTREME
a) Currently, how inconvenient is your situation, condition, orsymptom? 0 1 2 3
b) How inconvenient was it in the past? 01 2 3

Part 11: Health/ Trauma/ Medical/Chiropractic and Healing History

1. Have you ever injured your spine (neck, head, back, hips)? OYes (ONo
a) Date of most significant injury:
b) What happened?
¢) Date of most recent injury:
d) What happened?

[

Please list medications (prescription or non prescription) you have taken within the past 60 days:

3. Inthe past, have you taken other medications for a period of more than three consecutive months? (Yes ONo
a) What did you take?
b) What was the reason for taking this medication?
4. Have you had any spinal X-rays, CT scans, or MRI imaging of your spine, head, neck, back, or hips?
OYes ONo  If yes, when?
5. What were you told about them?
6. Where are these films now?
7. Have you had any surgeries? OYes ONo  Please explain:

8. Have you broken any bones or significantly sprained any part of your body? OYes ONo
Please explain:
9. Please listany herbs, nutritional supplements, or natural remedies you take regularly:

10. Have you consulted a physician or any other health care provider in the past three months? OYes CONo

1. Has your spine ever been professionally adjusted/manipulated/entrained? OYes ONo
a) By whom and when?
b) Why did you go?
¢) Are you still going? : OYes ONo

d) What did he/she do for you?

¢) Were you pleased? OYes ONo
f) Have you received Network Spinal Analysis™ Care? OYes ONo
2) Has your family received Network Spinal Analysis™ Care? OYes ONo







