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Welcome to O’Neill Chiropractic! We look forward to working with you toward your health and wellness goals.  Before we begin, please take a few moments to complete the following information . . .

Name_________________________________________ Address_______________________________________

City ___________________ State____ ZIP __________ 

Home Phone _______________________

Date of Birth __________________________________

Occupation_____________________________________ Work Phone __________________________

E-mail Address__________________________________ Referred By __________________________

Today, you will receive a chiropractic exam and consultation. Your chiropractic care plan will be created based upon these exam findings, your specific wellness goals, your health history, and your current health status.

What health concerns would you like to be addressed during your chiropractic care?


1) Immediate needs/complaints:


____________________________________________________________________________________


____________________________________________________________________________________


2) Long-term goals:


____________________________________________________________________________________


____________________________________________________________________________________

What aspects of your present health do you consider to be less than optimal?  You may choose to share physical, emotional, and/or nutritional concerns.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physical Stressors – describe any incidence of the following, with dates:

Surgeries ________________________________________________________________________________

Illnesses   ________________________________________________________________________________

Accidents ________________________________________________________________________________

Injuries  _________________________________________________________________________________

  

  _________________________________________________________________________________

Chemical/Environmental Stressors:

List any prescription medications_____________________________________________________________

List any over-the-counter medications _________________________________________________________

Do you smoke? _____ Are you frequently exposed to second-hand smoke? _____

Any allergies?____________________________________________________________________________

Describe the nutritional value of your diet: poor   fair   good   excellent

Any unique nutritional needs or habits? ________________________________________________________

Emotional Stressors:


Describe your typical “stress level”: minimal     average      high      very high


What are the sources of this stress?  ___________________________________________________________


________________________________________________________________________________________

Do you believe that these emotional stressors may be contributing to your present physical health status? ________________________________________________________________________________________ 

In what way(s)? ___________________________________________________________________________

Thank you for your time . . .we will be with you shortly!

