
IMPACT OF YOUR SYMPTOMS 

How is this symptom / condition interfering with your life? (check where appropriate) 

Self-Care □ □ □ □ Other    □ □ □ □ 

How committed are you to correcting this issue?    
 

NOT 
COMMITED 

 
 

 

 
 
 

 
 No 

Effect 
Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

 No 
Effect 

Mild 
Effect 

Moderate 
Effect 

Severe 
Effect 

Work □ □ □ □ Energy □ □ □ □ 
Exercise □ □ □ □ Attitude □ □ □ □ 
Recreation □ □ □ □ Patience □ □ □ □ 
Relationships □ □ □ □ Productivity □ □ □ □ 
Sleep □ □ □ □ Creativity □ □ □ □ 

 

Patient Name      
 

  

Address      

City State ____  Zip __________ 

Cell Phone 

Home Phone 

Email 

Sex □ M 

Married 

Separated 

   

   

   

 Age ___ 

Widowed 

Divorced 

 

Single □ Minor 

Partnered 

Employer / School    

  

 

Name  

Relationship  

Contact Number     

    

HOW CAN WE HELP YOU? 

What brings you in today?      

If you are already experiencing a symptom, what is it?     

How bad is it? How intense are your symptoms? (circle)  
NO 

SYMPTOMS 

  
INTENSE 

SYMPTOMS 

Please circle areas to the right where you have pain or other symptoms: 

What does it feel like? (check where appropriate) 

□ Numbness □ Sharp 

□ Tingling □ Shooting 

□ Stiffness □ Burning 

□ Dull □ Throbbing 

□ Aching □ Stabbing 

□ Cramping □ Swelling 

□ Nagging □ Other     

VERY 
COMMITED 

           1 0 2 4 3 5 7
7 

6 8 9 10 

           
1 0 2 4 3 5 7

7 

6 8 9 10 



On the arrow diagram above: 

A. What number do you think represents your health today?      

B. In what direction is your health currently headed?  __________________ 

What are your health goals? 

IMMEDIATE      

SHORT TERM                                                                                                                                                                                      

LONGTERM      

 

 

 

 

 

 

 

 

 

 

 

   
DISEASE 

Multiple medications  
Poor quality of life 

Potential becomes limited 
Body has limited function 

POOR HEALTH 

Symptoms 
Drug therapy 

Surgery 
Losing normal function 

NEUTRAL 

No symptoms 
Nutrition inconsistent 

Exercise sporadic 
Health not a high priority 

GOOD HEALTH 

Regular exercise 
Good nutrition 

Wellness education 
Minimal nerve interference 

OPTIMAL HEALTH 

100% function 
Continuous development 

Active participation 
Wellness lifestyle 

 

 

 

 

 

 

 

 

 

 

 

 

CHILDREN & PREGNANCY 

 

     How many children do you have? _______________________________                                              

     Childrens' ages? ____________________________________________ 

     Childrens' health concerns? ___________________________________ 

 

Are you currently pregnant? □ No □ Yes, I am due ________________ 

Number of past pregnancies? ________________________________________ 

Health concerns regarding this pregnancy? _____________________________ 

 

 
 

HEALTH & ILLNESS HISTORY 
 

Please check the box beside 
 

any 
 

condition that you have or have had. 

□ AIDS/HIV 

□ Alcoholism 

□ Anxiety 

□ Arteriosclerosis 

□ Arthritis 

□ Asthma/Allergies 

□ Back Pain 

□ Cardiovascular Issues 

□ Cancer 

□ Circulation Issues 

□ Childhood Illness 

□ Depression 

□ Diabetes 

□ Digestive Issues 
(Constipation/Diarrhea/GERD/IBS) 

□ Elbow/Wrist/Hand Issues 

□ Endocrine Issues (Thyroid) 

□ Foot/Ankle Issues 

□ Gout 

□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 
□ 

Headaches / Migraines 

Heart Disease 

Hepatitis 

Hip Issues 

Immune Issues 

Lymphatic Issues 

Multiple Sclerosis 

Neck Pain 

Reproductive Issues 

□ Ringing in Ears 

□ Scoliosis 

□ Shoulder Issues 

□ Stroke 

□ TMJ Issues 

□ Urinary Issues 

□ Osteoporosis 

□ Other     

   

 
 

ALLERGIES, MEDICATIONS & SUPPLEMENTS 

 

ALLERGIES (list) 
 

MEDICATIONS (list) 
 

SUPPLEMENTS (list) 

 
 

ILLNESS-WELLNESS CONTINUUM 

PATIENT WELLNESS ASSESSMENT 
 



 
 

Informed Consent  
 

To the Patient: Please read this entire document prior to signing it. It is important that you understand the information 
contained in this document. Please ask questions before you sign if there is anything that is unclear.  

The nature of the chiropractic adjustment:  

The primary treatment used by doctors of chiropractic is spinal manipulative therapy. I will use that procedure 
to treat you. I may use my hands or a mechanical instrument upon your body in such a way as to move your 
joints. That may cause an audible “pop” or “click,” much as you have experienced when you “crack” your 
knuckles. You may feel a sense of movement.  

Analysis / Examination / Treatment  

As a part of the analysis, examination, and treatment, you are consenting to the following procedures:  
___ range of motion testing ___  orthopedic testing ___ basic neurological testing  
___ muscle strength testing ___  ultrasound            ___ hot/cold therapy 
___ posture analysis test      ___ EMS   
___ Other: all physiotherapy in the office including but not limited to laser, PEMF,                 

compression boots, traction, etc...  
 

The risks inherent in chiropractic adjustment:  

As with any healthcare procedure, there are certain complications which may arise   during chiropractic 
manipulation and therapy. These complications include but are not limited to: fractures, disc injuries, dislocations, 
muscle strain, cervical myelopathy, costovertebral strains and separations, and burns. Some types of manipulation 
of the neck have been associated with injuries to the arteries in the neck leading to or contributing to serious 
complications including stroke. Some patients will feel some stiffness and soreness following the first few days of 
treatment. The Doctor will make every reasonable effort during the examination to screen for contraindications to 
care; however, if you have a condition that would otherwise not come to the Doctor’s attention it is your 
responsibility to inform the Doctor.  

The probability of those risks occurring:  

Fractures are rare occurrences and generally result from some underlying weakness of the bone which we check 
for during the taking of your history and during examination and X-ray.  Stroke and /or arterial dissection caused 
by chiropractic manipulation of the neck     has been the subject of ongoing medical research and debate.  The 
most current research on the topic is inconclusive as to a specific incident of this complication occurring.  If there is 
a causal relationship at all it is extremely rare and remote.  Unfortunately, there is no recognized screening 
procedure to identify patients with neck pain who are at risk of arterial stroke.  

 

The availability and nature of other treatment options:  

Other treatment options for your condition may include:  

• Self-administered, over-the-counter analgesics and rest • Medical care and prescription drugs such as 
anti-inflammatory, muscle relaxants and pain-killers  

• Hospitalization  

• Surgery  

If you chose to use one of the above noted “other treatment” options, you should be aware 
that there are risks and benefits of such options and you may wish to discuss these with 
your primary medical physician.  

The risks and dangers attendant to remaining untreated:  

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain 
reaction further reducing mobility. Over time this     process may complicate treatment making it more difficult 
and less effective the longer it is postponed.  
 
 
 
 

  



 
 
 
As of this date, I have the legal right to select and authorize health care services for the minor child named 
above. (If applicable) Under the terms and conditions of my divorce, separation or other legal authorization, 
the consent of a spouse/former spouse or other parent is not required. If my authority to so select and 
authorize this care should be revoked or modified in any way, I will immediately notify this office.  
  

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE  

ABOVE. PLEASE CHECK THE APPROPRIATE BLOCK AND SIGN        

BELOW  

  

[  ] I have read OR [  ] I have had read to me:  

the above explanation of the chiropractic adjustment and related treatment. I have discussed it with (the doctor 

and/or staff) and have had my questions answered to my satisfaction. By signing below, I state that I have weighed 

the risks involved in undergoing treatment and have decided that it is in my best interest to undergo the treatment 

recommended.  Having been informed of the risks, I hereby give my consent to that treatment.  

Patient Name (print)  _________________________________________    

Patient's Signature  _________________________________________  Date __________________  

 

 

--------------------------------------------------------------------------------------------------------------------------- ------------------------------------------ 

 

 

Notice of Privacy Practices 
 

Please review privacy practice information placard, located at the front desk.  

 

This notice is effective as of: 1/1/2018  

I have read the Privacy Notice and understand my rights contained in the notice.  

By way of my signature, I provide Synergy Chiropractic Center with my authorization and consent to use and disclose my 

protected health care information for the purposes of treatment, payment and health care operations as described in the 

Privacy Notice.  

Patient Name (print)  _________________________________________    

Patient's Signature  _________________________________________  Date __________________  

 

 


