Patient Name___________________________ Social Security Number______________

Cell Phone_____________________________ Email Address_____________________

1. What are your treatment goals?

· Pain relief only

· Corrective care (pain relief followed by correction of underlying problem)

· Wellness care (pain relief, corrective care, and preventative maintenance)

2. How did you find out about our office?

· Friend/Relative:___________________________________

· Website

· Phone Book

· Insurance Company

· Other____________________________________________

3. What, if any, type of treatment have you received so far?

· Chiropractic care

· Medical

· Physical Therapy

· Other____________________________________________

4. If you have received treatment, how satisfied are you with the care?

· Very satisfied

· Somewhat satisfied

· Not satisfied

· Why?_____________________________________________

5. How would you rate your stress level on a scale of 1-10? (1 = low, 10 = high)

1
2
3
4
5
6
7
8
9
10

6. How often do you exercise?

· 3-5 times per week

· 1 time per week

· A couple times per month

· Never

7. How healthy is your diet?

· Very healthy

· Somewhat healthy

· Not very healthy

