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Congratulations! You have taken a major step toward your new and 

improved health and wellbeing. If you are looking for proven solutions for 

fixing bodies, you’ve found it. It’s been said that 90% of success is simply 

showing up. By spending your valuable time visiting our health center, you 

are “showing up”. You have demonstrated a willingness to invest in yourself. 

No investment could be more worthwhile!  We look forward to helping you. 

Our clinic prides itself on our team approach to help care.  We provide 

different health techniques and services in combination to get accelerated 

effective results.  To better serve you and direct your care, please answer the 

following: 

 _____ I’m here for a consult only 

_____ I have a prescription from my doctor 

_____ I’m interested in the following (Circle all that apply)  

  

Advanced Chiropractic        Physical Therapy         

Spinal Disc Decompression  Laser Therapy  Massage Therapy 

Posture Correction     Personal Training      Nutrition/Detox 

Whole Body Vibration Therapy  

  

_____ Let the team of Doctors determine the treatment 



                                                                                                     Health Pro Wellness Center 

 2 

 
 

                                                                                                                            Date: _____________________ 

Patient Information   

               

Name:   
 Last First MI 

 

Email address:        
 

Mailing Address:    
 

   
 

Phone # (H)  (W)   (Other)   
 

Can we call you at work?    Yes   No 
 

Date of Birth:               Sex:    Male      Female       SS#:    
 

Marital Status:   Single      Married      Divorced      Widowed      Separated      Minor 
 

Occupation:    Employer:    
 

Employer Address:     Phone:    
 

How did you hear about our practice?    
 

Emergency contact: Name:    Relation:   Phone #:   
 

Phone #: (H)   (W)   

Accident Information 

 
Is this visit due to an accident?      Yes   No If yes, what type?    Auto     Work     Other   

 
Has it been reported?      Yes   No If yes, to whom?     

 

Financial Information 

Name of person responsible for this account:      
 

Relationship to patient (if other than self):   Phone #   

 
Do you have health insurance?    Yes   No Name of Carrier:   

 
Do you have secondary insurance?    Yes   No Name of Carrier:   

 

PLEASE PROVIDE THIS OFFICE WITH A COPY OF YOUR INSURANCE CARD(S) 

Assignment and Release (insured patients)  

 

I certify that I (or my dependent) have insurance coverage with                                                 and I AUTHORIZE, 

REQUEST AND ASSIGN MY INSURANCE COMPANY TO PAY DIRECTLY TO THE PHYSICIAN/MEDICAL 
PRACTICE,  HealthPro Wellness Center,  INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.  I understand 

that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release 
all information necessary, including the diagnosis and the records of any exam or treatment rendered to me, in order to 

secure the payment of benefits.  I authorize the use of this signature on all insurance claims, including electronic 
submissions. 

 

SIGNATURE (X)    DATE    
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1. Reasons for seeking chiropractic care: 
 

Primary reason:  

_____________________________________________________________________________________________ 

 

Secondary reason: 

____________________________________________________________________________________________ 

     

2. Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint(s): 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

3. Past Health History: 

 

A. Please indicate if you have a history of any of the following: 
       □ Anticoagulant use    □ Heart problems/high blood pressure/chest pain    □ Bleeding problems 

       □ Lung problems/shortness of breath    □ Cancer    □ Diabetes    □ Psychiatric disorders 

       □ Bipolar disorder    □ Major depression    □ Schizophrenia    □ Stroke/TIA’s    □ Other __________ 

       □ None of the above  

  

B. Previous Injury or Trauma:  

__________________________________________________________________________________ 

 

Have you ever broken any bones? Which? 
__________________________________________________________________________________ 

 

C. Allergies:  

__________________________________________________________________________________ 

 

D. Medications: 
 

Medication       Reason for taking 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

______________________________________________________________________________________ 

E. Surgeries: 
 

Date                                                Type of Surgery 

_____________________________________________________________________________________

 _____________________________________________________________________________________

 _____________________________________________________________________________________ 
___________________________________________ __________________________________________ 

 

F. Females/ Pregnancies and outcomes: 

 

Pregnancies/Date of Delivery    Outcome 

______________________________________________________________________________________

 ______________________________________________________________________________________

 ______________________________________________________________________________________ 
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4. Family Health History: 

 

 Do you have a family history of?  (Please indicate all that apply)  

  □ Cancer    □ Strokes/TIA’s    □ Headaches    □ Cardiac disease    □ Neurological diseases 

  □ Adopted/Unknown    □ Cardiac disease below age 40    □ Psychiatric disease    □ Diabetes 
  □ Other ______________    □ None of the above 

 

Deaths in immediate family: _____________________________________________________________________ 

Cause of parents or sibling’s death        Age at death 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

Social and Occupational History: 

 

A. Job description: 
______________________________________________________________________________________ 

 

B. Work schedule: 

______________________________________________________________________________________ 

 

C. Recreational activities: 

______________________________________________________________________________________ 

 

D. Lifestyle (hobbies, level of exercise, alcohol, tobacco and drug use, diet): 
 

______________________________________________________________________________________ 
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Chief complaint (other than neck or low back pain): 

For Doctor's Use: 

Patient #: 

General Pain Disability Index Questionnaire 

Key: A = Ache 
P = Pins & Needles 

B = Burning 
S = Stabbing 

N = Numbness 
O = Others 

Is this your first episode of this pain? Yes No 

Use the letters below to indicate the type 
and location of your sensations right now  

How long have you had this pain? Years Months Weeks 

Age: Date of Birth: Occupation: 

Name  ): please print ( Date: 
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NEW PATIENT HISTORY FORM 

 

Please start at the top of your body and work your way down, i.e. Headache, Neck Pain, etc. 

Symptom 1 _______________________________________ 
 

 On a scale from 0-10, with 10 being the worst, please circle the number that best describes the 

symptom most of the time:  1  2  3  4  5  6  7  8  9  10 

 What percentage of the time you are awake do you experience the above symptom at the above 

intensity:      5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

 When did the symptom begin?  _____________________________________________________ 
o Did the symptom begin suddenly or gradually?  (circle one) 

o How did the symptom begin?  _______________________________________________ 

 What makes the symptom worse?  (circle all that apply): 

o Bending neck forward, bending neck backward, tilting head to left, tilting head to right, 

turning head to left, turning head to right, bending forward at waist, bending backward at 

waist, tilting left at waist, tilting right at waist, twisting left at waist, twisting right at 

waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, 

walking, running, nothing, other (please describe):  

________________________________ 

 What makes the symptom better?  (circle all that apply): 

o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, 
Other (please describe):  ___________________________________________________ 

 Describe the quality of the symptom (circle all that apply): 

o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, 

stinging 

Other (please describe):  ___________________________________________________ 

 Does the symptom radiate to another part of your body (circle one):        yes        no 

o If yes, where does the symptom radiate?  ______________________________________ 

 Is the symptom worse at certain times of the day or night?  (circle one) 

o Morning      Afternoon        Evening        Night        Unaffected by time of day 

Symptom 2 _______________________________________ 
 

 On a scale from 0-10, with 10 being the worst, please circle the number that best describes the 

symptom most of the time:  1  2  3  4  5  6  7  8  9  10 

 What percentage of the time you are awake do you experience the above symptom at the above 

intensity:      5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

 When did the symptom begin?  _____________________________________________________ 

o Did the symptom begin suddenly or gradually?  (circle one) 

o How did the symptom begin?  _______________________________________________ 

 What makes the symptom worse?  (circle all that apply): 

o Bending neck forward, bending neck backward, tilting head to left, tilting head to right, 

turning head to left, turning head to right, bending forward at waist, bending backward at 

waist, tilting left at waist, tilting right at waist, twisting left at waist, twisting right at 

waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, 

walking, running, nothing, other (please describe):  

________________________________ 

 What makes the symptom better?  (circle all that apply): 

o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, 
Other (please describe):  ___________________________________________________ 

 Describe the quality of the symptom (circle all that apply): 

o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, 

stinging 

Other (please describe):  ___________________________________________________ 

 Does the symptom radiate to another part of your body (circle one):        yes        no 

o If yes, where does the symptom radiate?  ______________________________________ 

 Is the symptom worse at certain times of the day or night?  (circle one) 

o Morning      Afternoon        Evening        Night        Unaffected by time of day 
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Symptom 3 _______________________________________ 

 On a scale from 0-10, with 10 being the worst, please circle the number that best describes the 

symptom most of the time:  1  2  3  4  5  6  7  8  9  10 

 What percentage of the time you are awake do you experience the above symptom at the above 

intensity:      5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

 When did the symptom begin?  _____________________________________________________ 

o Did the symptom begin suddenly or gradually?  (circle one) 

o How did the symptom begin?  _______________________________________________ 

 What makes the symptom worse?  (circle all that apply): 

o Bending neck forward, bending neck backward, tilting head to left, tilting head to right, 

turning head to left, turning head to right, bending forward at waist, bending backward at 

waist, tilting left at waist, tilting right at waist, twisting left at waist, twisting right at 

waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, 

walking, running, nothing, other (please describe):  

________________________________ 

 What makes the symptom better?  (circle all that apply): 
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, 

Other (please describe):  ___________________________________________________ 

 Describe the quality of the symptom (circle all that apply): 

o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, 

stinging 

Other (please describe):  ___________________________________________________ 

 Does the symptom radiate to another part of your body (circle one):        yes        no 

o If yes, where does the symptom radiate?  ______________________________________ 

 Is the symptom worse at certain times of the day or night?  (circle one) 

o Morning      Afternoon        Evening        Night        Unaffected by time of day 

 
 

Symptom 4 _______________________________________ 

 

 On a scale from 0-10, with 10 being the worst, please circle the number that best describes the 

symptom most of the time:  1  2  3  4  5  6  7  8  9  10 

 What percentage of the time you are awake do you experience the above symptom at the above 

intensity:      5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

 When did the symptom begin?  _____________________________________________________ 

o Did the symptom begin suddenly or gradually?  (circle one) 

o How did the symptom begin?  _______________________________________________ 

 What makes the symptom worse?  (circle all that apply): 
o Bending neck forward, bending neck backward, tilting head to left, tilting head to right, 

turning head to left, turning head to right, bending forward at waist, bending backward at 

waist, tilting left at waist, tilting right at waist, sitting, standing, getting up from sitting 

position, lifting, any movement, driving, walking, running, nothing, other (please 

describe):  ________________________________ 

 What makes the symptom better?  (circle all that apply): 

o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, 

Other (please describe):  ___________________________________________________ 

 Describe the quality of the symptom (circle all that apply): 

o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, 

stinging 
Other (please describe):  ___________________________________________________ 

 Does the symptom radiate to another part of your body (circle one):        yes        no 

o If yes, where does the symptom radiate?  ______________________________________ 

 Is the symptom worse at certain times of the day or night?  (circle one) 

o Morning      Afternoon        Evening        Night        Unaffected by time of day 
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Symptom 5 _______________________________________ 

 On a scale from 0-10, with 10 being the worst, please circle the number that best describes the 

symptom most of the time:  1  2  3  4  5  6  7  8  9  10 

 What percentage of the time you are awake do you experience the above symptom at the above 

intensity:      5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

 When did the symptom begin?  _____________________________________________________ 

o Did the symptom begin suddenly or gradually?  (circle one) 

o How did the symptom begin?  _______________________________________________ 

 What makes the symptom worse?  (circle all that apply): 

o Bending neck forward, bending neck backward, tilting head to left, tilting head to right, 

turning head to left, turning head to right, bending forward at waist, bending backward at 

waist, tilting left at waist, tilting right at waist, twisting left at waist, twisting right at 

waist, sitting, standing, getting up from sitting position, lifting, any movement, driving, 

walking, running, nothing, other (please describe):  

________________________________ 

 What makes the symptom better?  (circle all that apply): 
o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, 

Other (please describe):  ___________________________________________________ 

 Describe the quality of the symptom (circle all that apply): 

o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, 

stinging 

Other (please describe):  ___________________________________________________ 

 Does the symptom radiate to another part of your body (circle one):        yes        no 

o If yes, where does the symptom radiate?  ______________________________________ 

 Is the symptom worse at certain times of the day or night?  (circle one) 

o Morning      Afternoon        Evening        Night        Unaffected by time of day 

 
 

Symptom 6 _______________________________________ 

 

 On a scale from 0-10, with 10 being the worst, please circle the number that best describes the 

symptom most of the time:  1  2  3  4  5  6  7  8  9  10 

 What percentage of the time you are awake do you experience the above symptom at the above 

intensity:      5 10 15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

 When did the symptom begin?  _____________________________________________________ 

o Did the symptom begin suddenly or gradually?  (circle one) 

o How did the symptom begin?  _______________________________________________ 

 What makes the symptom worse?  (circle all that apply): 
o Bending neck forward, bending neck backward, tilting head to left, tilting head to right, 

turning head to left, turning head to right, bending forward at waist, bending backward at 

waist, tilting left at waist, tilting right at waist, sitting, standing, getting up from sitting 

position, lifting, any movement, driving, walking, running, nothing, other (please 

describe):  ________________________________ 

 What makes the symptom better?  (circle all that apply): 

o Rest, ice, heat, stretching, exercise, massage, pain medication, muscle relaxers, nothing, 

Other (please describe):  ___________________________________________________ 

 Describe the quality of the symptom (circle all that apply): 

o Sharp, dull, achy, burning, throbbing, piercing, stabbing, deep, nagging, shooting, 

stinging 
Other (please describe):  ___________________________________________________ 

 Does the symptom radiate to another part of your body (circle one):        yes        no 

o If yes, where does the symptom radiate?  ______________________________________ 

 Is the symptom worse at certain times of the day or night?  (circle one) 

o Morning      Afternoon        Evening        Night        Unaffected by time of day 
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CONSENT TO CARE 

 
A patient coming to the doctor gives him/ her permission and authority to care for them in accordance 
with appropriate test, diagnosis, and analysis. The clinical procedures performed are usually beneficial 
and seldom cause any problem. In rare cases underlying physical defects, deformities or pathologies, 
may render the patient susceptible for injury. The doctor, of course, will not provide specific healthcare, if 
he/ she is aware that such care may be contraindicated. It is the responsibility of the patient to make it 
known or to learn through health care procedures from whatever he/ she is suffering from: latent 
pathological defects, illnesses, or deformities, which would otherwise not come to the attention of the 
physician. 
 
I agree to settle any claim or dispute I may have against or with any of these persons or entities, whether 
related to the prescribed care or otherwise, will be resolved by binding arbitration under the current 
malpractice terms which can be obtained by written request. 
 
I have read and understand the foregoing. 

 
__________________________________   _____________________ 
Patient’s Signature       Date 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

  

 

 

X-ray Questionnaire: For women only  
 

Our consultation and examination may indicate that x-rays are necessary to accurately 
diagnose and analyze your condition. Should x-rays be necessary we would like to 
confirm that you are not pregnant at this time.  
 
Name: __________________________________ 
 

  There is a possibility that I a may be pregnant at this time. 
 
 Yes, I am definitely pregnant 

 
 No, I am definitely not pregnant at this time 

 
 I request that x-ray films not be taken because: _____________________________ 

_____________________________________________________________________
_____________________________________________________________________ 
 
 
Date of last menstrual period: __________________ 
 
 
_____________________________   _____________________ 
Patient’s Signature     Date 
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HealthPro Wellness Center 

8873 Adams Ave. 

Huntington Beach,  CA  92646 

 
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

 
 

Patient Name: ________________________________    DOB: ____________________ 

 

I acknowledge that I have reviewed the Notice of Privacy Practices of HealthPro. 

(Please initial one of the following options and sign below.) 

 

__________ I wish to receive a paper copy of Privacy Notice. 

 

__________ I wish to receive an electronic copy of Privacy Notice. 

 

My email address is: _________________________________________@_______________ 

 

__________ I do not request a copy of the Privacy Notice at this time.  I acknowledge 

that I can request a copy at any time and the Privacy Notice is posted in the office. 

 

Please initial below: 

 

__________ I acknowledge that it is the policy of HealthPro Wellness Center to leave 

reminder messages on my answering machine or with another person in my home.  I may 

make a request of an alternative means of communication (within reason) in writing. 

 

__________ I acknowledge that if I should have a problem or question in regard to my 

rights, I may speak with the Privacy Officer about my concerns. 

 

 

________________________________________  ________________________ 

Signature of Patient/Guardian     Date 

 

 

________________________________________  ________________________ 

Witness (Office Staff)      Date 
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