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Your Health Profile

Personal Information

NAME:                                                                            SSN#:               
 
         

 Date:



ADDRESS:



          CITY / STATE / ZIP:







HOME PHONE #:



 WORK PHONE#:


 CELL#:




BEST TIME & NO. TO CONTACT:




BIRTH DATE:






E-MAIL ADDRESS:






SPOUSES NAME:




OCCUPATION: 













EMPLOYER’S NAME AND ADDRESS:










IN CASE OF EMERGENCY WHO MAY WE CONTACT:




PHONE #:



WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?




   


Authorization

I certify that I have read and understand the above information to the best of my knowledge.  The above questions

have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.

I authorize the chiropractor to release any information including the diagnosis and the records on any treatment or

examination rendered to me or my child during the period of such chiropractic care to third party payers and/or

health practitioners.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.

(Applicable to any insurance billed by our office (ie. Medicare):  I authorize and request my insurance company to

pay directly to the chiropractor or chiropractic group insurance benefits otherwise payable to me.  I understand that my chiropractic insurance carrier may pay less than the actual bill for services.)
Signed:









Date:




Parent (if minor)








Date:




Patient Acknowledgement

By subscribing my name below, I acknowledge I have received a copy of the Huffer Chiropractic, Inc. Notice of Privacy Practices and fully understand it.

Signed:









Date:




Patient Name








Date of Birth:




 Remember: Your health is your greatest asset, the more of it you have the better your life is.
Thank you in advance for completing this form in its entirety. It is your first step to
Creating Wellness! Return this to our staff when completed and someone will be right with you!
Your Health Profile
Why This Form Is Important
As a Creating Wellness Center, we focus on your body’s ability to be healthy. On a daily basis we all experience stresses that can accumulate and result in serious loss of health potential. Most times the effects are gradual and may not even be felt until they become serious. Today we are here to discover your goals and priorities as it relates to your health and wellness. Your answers will help us determine how we can best help you.
Let’s Get Started….
On a scale of 1-10, rate the importance for you to achieve the following:
1=not important 10=necessary

Get fit



1
2
3
4
5
6
7
8
9
10

Eat better



1
2
3
4
5
6
7
8
9
10
Dealing with stress

1
2
3
4
5
6
7
8
9
10
Stop smoking


1
2
3
4
5
6
7
8
9
10
Improve my sleep


1
2
3
4
5
6
7
8
9
10
Increase my mobility

1
2
3
4
5
6
7
8
9
10
Improve my posture

1
2
3
4
5
6
7
8
9
10
Learn about wellness

1
2
3
4
5
6
7
8
9
10
Learn about wellness products
1
2
3
4
5
6
7
8
9
10
Temporary pain relief

1
2
3
4
5
6
7
8
9
10
Correcting the cause of my 

    health problem.


1
2
3
4
5
6
7
8
9
10
Other____________________
1
2
3
4
5
6
7
8
9
10
2. Which of the previous goals would you say is the most important goal for you to achieve and why?




















________________________________________________________________________
3. Have you attempted to accomplish this goal in the past? 􀃍 Yes
 􀃍 No
 
4. If yes, what happened and what prevented you from maintaining your results?







________________________________________________________________



5. What part of your life does this affect?: 􀃍 Work
 􀃍 Leisure
 􀃍 Family
 􀃍 Sports/exercise/walking
􀃍 Positive mental attitude
 􀃍 Hobbies
 􀃍 Other




            

6. Where else have you been for help?: 􀃍 Chiropractor    􀃍 Medical Dr.   􀃍 Massage    􀃍 Therapy   􀃍 Orthopedist    

􀃍 Other: _____________________
General History:

7. List any medications you are taking and why: (prescription and non-prescription)
􀃍 None
▪    
  ______________     _

           ▪
   ________________  ___
▪    _______________________

           ▪
   ___________  ________

▪    _______________________

           ▪    __________  _________
▪ _______________________

           ▪    ____________  _______
8. Have you had any surgery? (Please include all surgery)      􀃍 None
      a. Type




 Date

            Doctor





      b. Type




 Date 

            Doctor     




      c. Type




 Date 

            Doctor     




9. List your most significant injuries: auto, sports, work, or other.
      a. Type




 Date


 Hospitalized 􀃍 Yes 􀃍 No

      b. Type




 Date


 Hospitalized 􀃍 Yes 􀃍 No

      c. Type




 Date


 Hospitalized 􀃍 Yes 􀃍 No
10. Have you had recent x-rays taken?  Area of body:___________________________ When

______           Place where x-rays were taken:


____

11. Do/did you smoke?




 􀃍 Yes

 􀃍 No
12. Do you drink alcohol (more than once a week)?
 􀃍 Yes

 􀃍 No
13. Do you have trouble sleeping at night?


 􀃍 Yes

 􀃍 No
14. Have you been vaccinated? 



 􀃍 Yes

 􀃍 No
15. Do you play sports?



 
 􀃍 Yes

 􀃍 No
16. Do you belong to a health club or YMCA?

 􀃍 Yes

 􀃍 No

17. Do you take vitamins or supplements?


 􀃍 Yes

 􀃍 No

18. If there is a need for dietary changes or nutrients would you like to be informed? 􀃍 Yes 􀃍 No

19. If there is a need for specific exercises would you like to be informed? 􀃍 Yes 􀃍 No

20. If there’s a need for help on the psych/mind/stress dimension of your health would you like to be informed? 􀃍Yes􀃍 No  
21. On a scale of 1-10 describe your psychological/emotional stress levels: (1= none/ 10=extreme)

Occupational: 
1
2
3
4
5
6
7
8
9
10
Personal:

1
2
3
4
5
6
7
8
9
10
22. On a scale of 1-10, (1 being very poor and 10 being excellent) describe your:

Eating habits:
1
2
3
4
5
6
7
8
9
10

Exercise habits: 
1
2
3
4
5
6
7
8
9
10

Sleep:

1
2
3
4
5
6
7
8
9
10
Drinking H2O:
1
2
3
4
5
6
7
8
9
10

Mind-set:

1
2
3
4
5
6
7
8
9
10
Family Health Profile

At our office we are not only interested in your health and well-being, but also the health and well-being of your family

and loved ones. Please list below their names and ages:

Children:












Spouse:












Parents:












Siblings:












Others:




























