
Zionsville Holistic Chiropractic and Wellness Center                        
Confidential Health History 

Name: ___________________________________________________________________________________ Date:____/____/____ 

Home Address: _________________________________________________City: _____________________________State: ______ 

Zip: __________  Home Phone: ____/______/______ Cell Phone: ____/______/_______ Work phone: ____/______/______ 

Date of Birth: ____/____/_____   Age: _____ Marital Status: S M D W  #of Children:_______     

In case of Emergency call:_______________________________________ Email: ______________________________________ 

Permission for the office to communicate with you by email? YES    NO 

Your Occupation: ________________________________ Employer Name: _____________________________________   

Referred By: ___________________________ Previous Chiropractic care? Yes  No  When? __________Who______________ 

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   Numbness   Tingling   Weakness      Spasm  

What makes it better? ________________Worse? __________________ What times of day is it worse or better? _______ 

Does it interfere with certain activities like:   Daily Routine    Sleep    Work    Recreation    Other_______________ 

Please rate the level of pain on a scale of 1 to 10 (10 is high)   1    2    3    4    5    6    7    8    9    10 

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   Numbness   Tingling   Weakness     Spasm  

What makes it better? ___________________Worse?_________________ What times of day is it worse or better? ________ 

Does it interfere with certain activities like:   Daily Routine    Sleep    Work    Recreation    Other: _______________ 

Please rate the level of pain on a scale of 1 to 10 (10 is high)    1    2    3    4    5    6    7    8    9    10 

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.____/____/__________________________________ 

PAST HEALTH HISTORY 
Please list all hospitalizations, surgeries, broken bones and injuries and car accidents and the year they occurred. 

_______________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

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  
OZ per Day_________ 

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 your 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 M = Mother, F =Father   S = Sibling GP = Grandparents 
Cancer: ________ Stroke: __________Diabetes: ________ Arthritis: ________ Heart Disease: _____ 

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

________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________ 



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.  
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