
 

Adult Chiropractic Health Form 

PERSONAL INFORMATION

Name:            Gender :     

                                                                                                                                                                                                               

Address :           Ci ty:           Posta l  Cod e:    

 

Ho me # :     Cel l  # :      Offi ce  # :          

 

Emai l :                                                            

 

☐  Yes     ☐  No           I  consen t  to  r eceivin g emai l  co mmunicat ion  f ro m Oakt ree  

(Ema i l s  we wi l l  s en d  you  i n c lu d e  n ews  u p d a t es  f rom Oak t ree .  We  wi l l  n o t  sp am you  an d  you  can  u n su b sc r ib e  a t  an yt ime.  Y ou  

wi l l  s t i l l  r ec e i v e  ap p oin tmen t  remin d ers  an d  o th er  imp or t an t  n o t i ces  v i a  ema i l )  

 

Bi r th  da te :  [M]    [D]    [Y]    Age:    Weight :     He igh t :     

 

MD name:                

 

Workplace:        Occupat ion :        

 

Refer red  b y:               

 

Mar i t a l  S t a tu s :   ☐  S ingle        ☐  Co mmon l aw       ☐  Mar r ied      ☐  Divorced       ☐  Sep arat ed         ☐  Wido wed                                                                           

 

Do  you  have kids?    ☐  Yes   (Ages :                                       )     ☐  No     
 

 

CHIROPRACTIC HISTORY 

 

Have you  ever  been  to  a  ch i ropractor  be fore?   ☐  Yes     ☐  No           Were x - rays  t aken ?  ☐  Yes     ☐  No  

  

Name o f Chiropractor :         Ci ty:       

 

Date  o f l a s t  vis i t :  [M]    [Y]      Durat ion  & F requ ency o f Care:      

 

 

 

I  unders tand  th at  the  purpose o f tod ay’s  v is i t  i s  to  d ete rmine i f  I  am a  candid a te  for  ch i ropract i c  care  and  that  I  am 

respons ib le  for  an y fees  agreed  upon  between  mysel f  and  the  a t t endin g doctor .  Al l  examina t ion  fees  wi l l  be  

explain ed  to  me b efore  an y t es t s  are  per formed.  

 

               

S ign ature          Date  

 

 



 

 

 

 
MOTO RIZED VEHI CLE AC CI DENTS  

 

Year :   Descr ip t ion :      

        

An y in ju r ies :        

Year :   Descr ip t ion :      

        

An y in ju r ies :        

 

FALLS & INJ URIES (RE GARDLESS OF AG E)  
 

Fal l s  fro m heigh t s :        
 

Fal l s  do wn s t a i rs :            
 

Other  fa l l s :        
 

Broken  bones :             
    

Chi ldhood  fa l l s :       
 

Other  in jur i es :        

                                                                                

POSTURE & HABITS:  

 

☐  S i t t in g >6  hours /day  

☐  S to mach  s l eep er  

☐  Head  fo rward  posture  

☐  Co mputer /phone >3  hours /day  

☐  Ac t ivi t i es  that  are  r epe t i t i ve  in  n ature  

☐  Servin g or  cate r in g  

☐  Cra ft in g,  e t c  

☐  Leaning  or  s i t t in g on  one h ip  

☐  Cross  l egs  o f ten  

☐          

   

 

 
 

SPORTS & RE CRE AT ION:  

 

Spor ts  o r  r ecreat ion  in jur i es :     

       

        

 

Par t ic ip at ion  in  High  Imp act  Act ivi t ie s :  

☐  Hockey           ☐  Wrest l in g           ☐  Basketb al l  

☐  Running          ☐  Mountain  Bike    ☐  Cl imbin g  

☐  Footbal l           ☐  Gymnast i cs          ☐                     

 

OCCUP ATIONAL STRESSE S  

 

Occupat ion :            

  

My job  r equi res :                                                       

☐  Heavy l i f t in g                 ☐  Awkward  posi t ion s  

☐  Rep et i t ive  s t r es ses          ☐  S i t t ing for  long p er io ds  

 

P revious  appl i cab le  occup at ion :     

 

Tasks:          

 

Work In jur ies :         

 

BIRTH TRAUMA  

 

Was your ow n birth:  

☐  Di f f icu l t / lon g   ☐  Forcep s    ☐  C-sect ion  

☐  Ep idural    ☐  Suc t ion    ☐  Resusci t a t ion  

 

Have y ou ever g iven birth?  Was i t :  

☐  Di f f icu l t / lon g   ☐  Forcep s    ☐  C-sect ion  

☐  Ep idural    ☐  Suc t ion    ☐  Resusci t a t ion  

 

How  many births  have y ou had:     

Commitment  to  Health:                          

Not committed at all       Somewhat committed                   Highly committed 

   1                        2                       3                       4                       5                       6                       7                       8                       9                       10 

Overal l  Health:                          

  Poor              Somewhat  good          Excellent 

   1                        2                       3                       4                       5                        

 

   6                       7                       8                       9                       10 

 

PREVIOUS TRAUMAS 



 

 

 

 

WHAT IS YOUR PRESENT  PRIMARY 

HEALTH CONCERN?     

       

Lo cat ion :       

                                                                                                                                                       
 

Ho w lon g have you  h ad  th i s  condi t ion ?    

       

Have you  h ad  a  s imi l ar  co ndi t ion  in  the  past ?    

       

Wh at  aggravates  your  con di t ion?    

       

Wh at  r e l i eves  your  condi t i on?    

             

 

Are you getting pain or numbness in your arms or legs?                                                    

Detai l s :       

   

I s  your  condi t ion  get t in g p rogress ively worse?  

☐  Yes    ☐  No    ☐  I t ’ s  constan t  ☐  I t  co mes and  goes  
 

Pains  are:  

☐  Sharp  ☐  Dul l  ☐  Burn ing ☐  T igh tn ess  

 

Pain  sever i t y  (mark on  l in e .  0=no  pa in ,  10=severe)  

Curren t ly:     0 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 0  

At  i t s  wors t :  0 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 0  

 

Other  heal th  care  pro fess ion als  who t reat ed  th i s  

condi t ion? Wh at  e l se  have  you  t r i ed?  

       

       

       

 

           

 

 

 

IF  APPLI CABLE,  WH AT I S  YOUR 

SECONDARY HEALT H CON CE RN?  

       

       

Lo cat ion :       

                                                                                                                                                       
 

Ho w lon g have you  h ad  th i s  condi t ion ?    

       

Have you  h ad  a  s imi l ar  co ndi t ion  in  the  past ?    

       

Wh at  aggravates  your  con di t ion?    

       

Wh at  r e l i eves  your  condi t i on?    

             

 

Are you getting pain or numbness in your arms or legs?                                                    

Detai l s :       

   

I s  your  condi t ion  get t in g p rogress ively worse?  

☐  Yes    ☐  No    ☐  I t ’ s  constan t  ☐  I t  co mes and  goes  
 

Pains  are:  

☐  Sharp  ☐  Dul l  ☐  Burn ing ☐  T igh tn ess  

 

Pain  sever i t y  (mark on  l in e .  0=no  pa in ,  10=severe)  

Curren t ly:     0 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 0  

At  i t s  wors t :  0 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .1 0  

 

Other  heal th  care  pro fess ion als  who t reat ed  th i s  

condi t ion? Wh at  e l se  have  you  t r i ed?  

       

       

 

                                                                                  

                                                                                                                                         

                                                                                                                                                      

                                                       

 

       

 

 

                                                                                          

 

 

*What is this affecting that is MOST 

important in your life? (list all that apply)  

     

     

     

      

 

What health goal, if you were to complete 

it or accomplish it, would have the greatest 

impact on your life?  

     

     

     

      

 

HEALTH CONCERNS 



 

D I D  Y O U  K N O W  E A C H  H E A L T H  C O N C E R N  M A Y  R E L A T E  T O  A  S P E C I F I C  

A R E A  O F  T H E  S P I N E  A N D  N E R V O U S  S Y S T E M ?   

P L E A S E  C H E C K  O F F  A N Y  B O X E S  B E L O W  T H A T  Y O U  A R E  E X P E R I E N C I N G .  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CONDITIONS & SYMPTOMS 



 

 

 

 

 

EXERCISE  

Ho w o ft en  do  you  p ar t i c ip ate  in  aerob ic  exercises?  

(a t  l eas t  30  minutes  p er  day)  

☐  0  days/week    ☐  1 -2  days /week  

☐  3 -4  days/week   ☐  5 -7  days /week  
 

Do you  l i f t  weigh t s  o r  do  res is t ance t ra in in g?  

☐  Cross fi t   ☐  Gym   ☐Other :    
 

Ho w o ft en  do  you  s t r e t ch  per  week?  

☐  0  days/week    ☐  1 -2  days /week  

☐  3 -4  days/week   ☐  5 -7  days /week  

 

EMOTIO NAL STRESS  

Are  you  curren t ly exp er i encing s t r ess  in  th e  

fo l lo win g a reas?  

☐  Mar r iage       

☐  Kids       

☐  F inan ces       

☐  Wo rk       

☐  E lder ly paren ts  –  careg iver     

☐  Recent  major  l i fe  event s  (b i r th s ,  death s…)  

       
 

FAMILY HE ALTH HISTOR Y  

Wh at  s ign i f i can t  h eal th  co ncern s  have your  fami ly 

members  exper ien ced ?  

Paren ts :      

        

S ib l ings :      

        
 

EQUIP MENT  

Mattress  age :      ☐  Co mfor t ab le  ☐  Un co mfor t ab le  

Type :  ☐  Coi l   ☐  Foam ☐  Rubb er   

Pil low :  ☐  Ergono mic n eck suppor t  ☐  Feath er   

☐  Foam   ☐  Other :      

Do y ou w ear?:  ☐  Custo m or tho t ics    

☐  Over  the  counte r  foo t  o r tho t ics   

☐  Foot  l i f t s  (h eigh t :   )   

☐  Heel  l i f t s  (h eigh t :   )  

☐  Over  the  counte r  foo t  suppor ts  
 

 

 

 

 

 

 

 

CHEMICAL STRESSES  

Do  you  feel  tha t  you  make  heal th y food  choices?  

☐  Yes   ☐  No   ☐  Don’t  kno w  

Ho w would  you  desc r ibe  your  nu t r i t ion?:  

       

Are  you  at  your  id eal  bod y  weight?  

☐  Yes   ☐  No    ☐  Don’t  kno w  
 

Do you  t ake an y supplements?  ☐  Yes   ☐  No   

Which :  ☐  Omega  3    ☐  V i tamin  B  ☐  P rob io t ics  

☐  V i tamin  D       ☐  Mul t ivi t amin       ☐  I ron  

☐  Oth er :       

 
 

Do you  presen t ly :  

☐  Smo ke   ☐  Use recreat ional  d ru gs   

☐  Have a  h is to ry o f addic t ion  (p lease  explain)  

      
       

Do you  consu me alcohol?  ☐  Yes        ☐  No   

Ho w o ft en?  

☐ 1-3  days/week  ☐Dai ly   ☐More than  1 x per  day         

 

MEDI CAL HISTO RY  

HEALTH CO NDITIO NS  

Please  l i s t  cu rren t  d iagnoses:    

      

       

 

MEDI CAT IONS  

Name and  for  which  condi t ion(s)?  

      

      

      

                                                                                      

SURGE RIES  

For  what  condi t ion( s)?  ( in clude year  p re formed)  

      

      

      

                                                                                      

 

An y o th er  d et a i l s  that  may  ass is t  the  Doc tor  in   

unders t anding your  l i fes ty le  and  hea l th  s t a tus :  

      

      

      

                                                                                 

 

DISEASE CAUSATION ANALYSIS 


