
1 Teal Road 

Wakefield, MA 01880 

781 – 224-202 

Your Wellness History – Health Profile

Rate your health and wellness. 
Place an ‘X’ that denotes where you believe is your current level of wellness.

Place an ‘O’ indicating where you would like your wellness to be.

� What brings you into our office today?

Please briefly describe, including the impact if has had on your life. If you’re only here for chiropractic wellness services 

Rate Severity (scale 1-10, 1being mild)     When and how did this start?     Are symptoms constant or intermittent?

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

� Since the problem started it is;  ___the same    ___getting better    ___ getting worse

What makes the problem worse?___________________________________________________________________

___________________________________________________________________________________________

� What, if anything, makes the problem feel better?_____________________________________________

___________________________________________________________________________________________

� Does this interfere with your;  ___Leisure     ___Work   ___Sleep   ___Sports   ___Other

___________________________________________________________________________________________

� Have you seen other doctors for this condition?  ___Chiropractor   ___MD   ___Other

Name/Address: _________________________________________________________ Date: _______________

What was the diagnosis: _______________________________________________________________________

YOUR HEALTH PROFILE

Your Wellness History – Health Profile

DDaattee::  __________________________

NNaammee::  ______________________________________________________________________    DDOOBB::  ______________________    AAggee::  ____________//      MMaallee      FFeemmaallee

AAddddrreessss::  ______________________________________________________________________________  CCiittyy::  ________________________________________________  SSttaattee::  ________  ZZiipp::  ________________

HHoommee  ##  ((                ))________________________________________    WWoorrkk::  ((                ))__________________________________________  CCeellll::  ((                ))______________________________________________

BBeesstt  ttiimmee  ttoo  ccoonnttaacctt::  ____________________________________________

EEmmaaiill  aaddddrreessss::  ______________________________________________________________________________________________    SSttaattuuss::        SSiinnggllee         MMaarrrriieedd      DDiivvoorrcceedd      WWiiddoowweedd 

##  ooff  CChhiillddrreenn::  ____________  NNaammeess//AAggee::  ____________________________________________________________________________________________________________________________________________

OOccccuuppaattiioonn::  ________________________________________  EEmmppllooyyeerr  NNaammee//AAddddrreessss::  ____________________________________________________________________________________________

Rate your health and wellness. 
Place an ‘X’ that denotes where you believe is your current level of wellness.

Place an ‘O’ indicating where you would like your wellness to be.

� What brings you into our office today?

Please briefly describe, including the impact if has had on your life. If you’re only here for chiropractic wellness services 

pplleeaassee  sskkiipp  tthhiiss  ppaarrtt  aanndd  ggoo  ttoo  “G“Geenneerarall  HHiissttooryry”” oonn  tthhee  nneexxtt  ppaaggee..

Rate Severity (scale 1-10, 1being mild)     When and how did this start?     Are symptoms constant or intermittent?

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

� Since the problem started it is;  ___the same    ___getting better    ___ getting worse

What makes the problem worse?___________________________________________________________________

___________________________________________________________________________________________

� What, if anything, makes the problem feel better?_____________________________________________

___________________________________________________________________________________________

� Does this interfere with your;  ___Leisure     ___Work   ___Sleep   ___Sports   ___Other

___________________________________________________________________________________________

� Have you seen other doctors for this condition?  ___Chiropractor   ___MD   ___Other

Name/Address: _________________________________________________________ Date: _______________

What was the diagnosis: _______________________________________________________________________

YOUR HEALTH PROFILE



 

               

1 Teal Road 

Wakefield, MA 01880 

781 – 224-202 

Your Wellness History – Health Profile, page 2

� Please list all medications you are taking, and why; (Prescription and non-prescription)

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

� Have you had any surgeries and/or hospitalizations?  ___Yes   ___No

If yes, briefly explain:___________________________________________________________________________

___________________________________________________________________________________________

� Have you ever had any work related injuries?   ___Yes   ___No

If yes, briefly explain: ___________________________________________________________________________

___________________________________________________________________________________________

� Have you ever had any slips, falls or auto accidents?   ___Yes ___No

If yes, briefly explain:__________________________________________________________________________

___________________________________________________________________________________________

GENERAL HISTORY

� Headaches

� Pins & needles in arms

� Pins & needles in legs

� Dizziness

� Numbness in fingers

� Fatigue

� Sleeping problems

� Tension

� Ulcers

� Buzzing in ears

� Ringing in ears

� Numbness in toes

� Depression

� Constipation

� Menstrual pain

� Menstrual irregularity

� Hot flashes

� Irritability

� Cold hands

� Cold feet

� Fever

� Urinary problem

� Fainting

� Eyes bothered by light

� Stomach upset

Please check all symptoms you have ever had, even if they do not seem related to your current problem.

� Diarrhea

� Cold sweats

� Mood Swings

� Loss of smell

� Loss of taste

� Back pain

� Neck Pain

� Stiff neck
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(Including any supplements). 



 

 

 



 
 

CHIROPRACTIC INFORMED CONSENT TO TREAT 

 

I hereby request and consent to the performance of chiropractic procedures, including various 

modes of physio therapy, diagnostic x-rays, and any supportive therapies on me (or on the patient 

named below, for whom I am legally responsible) by the doctor of chiropractic indicated below and/or 

other licensed doctors of chiropractic and support staff who now or in the future treat me while 

employed by, working or associated with or serving as back-up for the doctor of chiropractic named 

below, including those working at the clinic or office listed below or any other office or clinic, whether 

signatories to this form or not.  

I have had an opportunity to discuss with the doctor of chiropractic named below and/or with 

other office or clinic personnel the nature and purpose of chiropractic adjustments and procedures.  

I understand and I am informed that, as is with all Healthcare treatments, results are not 

guaranteed and there is no promise to cure. I further understand and I am informed that, as is with all 

Healthcare treatments, in the practice of chiropractic there are some risks to treatment, including, but 

not limited to, muscle spasms for short periods of time, aggravating and/or temporary increase in 

symptoms, lack in improvement of symptoms, fractures, disc injuries, strokes, dislocations and sprains. I 

do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to 

rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the 

time, based upon the facts then known, is in my best interests.  

I further understand that Chiropractic adjustments and supportive treatment is designed to 

reduce and/or correct subluxations allowing the body to return to improved health. It can also alleviate 

certain symptoms through a conservative approach with hopes to avoid more invasive procedures. 

However, like all other health modalities, results are not guaranteed and there is no promise to cure. 

Accordingly, I understand that all payment(s) for treatment(s) are final and no refunds will be issued.  

However, prorated fees for unused, prepaid treatments will be refunded if I wish to cancel the 

treatment.  

I further understand that there are treatment options available for my condition other than 

chiropractic procedures. These treatment options include, but not limited self-administered, over the 

counter analgesics and rest; medical care with prescription drugs such as anti-inflammatories, muscle 

relaxants and painkillers; physical therapy; steroid injections; bracing; and surgery. I understand and 

have been informed that I have the right to a second opinion and secure other opinions if I have 

concerns as to the nature of my symptoms and treatment options.  

I have read, or have had read to me, the above consent. I have also had an opportunity to ask 

questions about its content, and by signing below I agree to the above-named procedures. I intend this 

consent to cover the entire course of treatment for my present condition and for any future condition(s) 

for which I seek treatment.  

 

 

Name of Patient:________________________________________________________________  

 

Signature of Patient:_____________________________________________________________  

 

Name Printed of Guardian/Parental and Relationship to Patient:___________________________  

 

Guardian/Parental Signature:______________________________________________________  

 

Date:____________________  
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