WELLNESS SURVEY
Your Family Chiropractic 

Dr. ____________  DC        Dr. _____________  DC

                  12534 Your Address, Suite 123, Your City, Your Province K1Z 7L6

TEL:(123) 456-7891  FAX:(123) 456-7891 WEB SITE:www.yourchiropractic.com

Name:
________________________________________________________________      Age:  ___________


Phone (Home):  ________________________________

  Phone (Work):  _____________________


Address:  ____________________________City:_________________  Province: ______________________

Postal Code:          ____________________
e-mail address: __________________________________



Occupation:
________________________________________  #Hours/Week Currently Working:_______

Spouse’s Occupation: _________________________________   Date:







1. CHECK ANY OF THE FOLLOWING BODY SIGNALS YOU HAVE EXPERIENCED IN THE PAST 6 MONTHS.
( Low Back Pain

 ( Elbow Pain

( Tension Across Top of Shoulders
( Allergies/Asthma

( Pain Between Shoulder Blades  (  Shoulder Pain
( Numbing/Tingling in Arms or Hands
( Digestive Problems

( Neck Pain


 ( Hip Pain

( Numbing/Tingling in Legs or Feet
( Arthritis

( Tension/Headaches

 ( Knee pain

( Dizziness



( Tired/Fatigued

( Ankle/Foot Pain

 ( Nervous

( Wrist/Hand Pain


( Difficulty Sleeping

Which of the above is worse?

______________________________________________________

How long have you had it?


______________________________________________________

When it is at its worst, how does it feel?
______________________________________________________
2.  Does this cause you to be:
3.  Does this affect your work:
4.  Does this affect your life:


( Moody



( Decision Making


( Lose Patience with Spouse or Children


( Irritable



( Poor Attitude


( Restricted Household Duties


( Interrupt Sleep


( Decreased Productivity

( Hinders Ability to Exercise or

( Restricted on Daily Activities

( Exhausted at End of Day

       Participate in Sports




                                                                       ( Unable to Work Long  Hours

( Interferes with Ability to Participate

                                                                                                                                                        in Hobbies or other Desired Activities.

            If you checked any of the above items, then you could be suffering from:

(Excessive Stress

(Structural Misalignment
   (Subluxation
      Chiropractic can help you because Chiropractic Doctors gently adjust the body, naturally,                

                   without drugs to remove the stress on the nervous system that CAUSE health problems.

Would you like to get rid of the problem?

(  YES

( NO
If your answer is YES, there are several alternatives available to you.  Please check the item most appropriate to you.

( I would like to come to the Doctor’s office for a complete evaluation.  This will allow me to find out if     

      I can be helped by Chiropractic without further obligation.

( I would like a free health report on: __Asthma, Allergies, Hayfever; __Car Accidents; 

      __Carpal Tunnel Syndrome; __Headaches, Migraines; __Low Back Pain, Mid Back Pain, Neck Pain

( I would like the Doctor to call me to discuss my health problems before making an appointment.

