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Chiropractic Care for Your Mind, Body, & Soul!





Please allow our staff to photocopy your driver’s license.  All information you supply is confidential.  We comply with all federal privacy standards.  Please print clearly!
Today’s Date (MM/DD/YYYY):______________________

___________________________________________________________________________
First Name


Last Name


Middle Initial


Nickname
___________________________________________

Date of Birth(MM/DD/YYYY)

     Age

Gender:  O Male    O Female

___________________________________________________________________________

Address



City 



State 


Zip

___________________________________________________________________________

Email Address

Home Phone

Cell Phone & Provider
        Work Phone

Preferred method of contact: 
O Home 
O Cell  
O Work 
O Email

___________________________________________________________________________

Spouse’s Name






Phone Number

___________________________________________________________________________

Emergency Contact






Phone Number

___________________________________________________________________________

Number of Children






Ages of Children

Our office growth is dependent on referrals of satisfied clients please tell us who we may thank for your referral? 

O Current Client: _____________________________________________________________ 
O Phonebook    O Website     O Newspaper    O Location    O Radio    O BNI

What % of your day do you spend: (Total should equal 100%)
Standing____  Sitting____  Computer Work____  Sleeping____  Relaxing/Meditating____

Please Rate on a scale of 1 to 10 the following:

Healthy Eating:

Not Healthy
1  2  3  4  5  6  7  8  9  10     Healthy

Happiness:


Unhappy
1  2  3  4  5  6  7  8  9  10     Very happy

Average Daily Stressors:
No Stress
1  2  3  4  5  6  7  8  9  10     High Stress


Where in your body do you hold or carry your stress?_________________________________
___________________________________________________________________________

What tools have you used to try to reduce your stress?________________________________
___________________________________________________________________________

Tell us about any Physical Traumas you have had in your life? (ex. Job, car accidents, falls, abuse..)_____________________________________________________________________
Tell us about and Emotional Traumas in your life?  (childhood, family, divorce, deaths, financial…)__________________________________________________________________
Preferred Sleeping Position: O  Side
O  Back
O  Stomach

How may hours do you average sleeping each night?_________________________________
Do you have any difficulty falling asleep or staying asleep?  O  Yes
O  No

Do you wake up feeling tired?  O  Yes
O  No

Please tell us health goals you would like to improve?________________________________
___________________________________________________________________________

Are you willing to invest time, money and energy in taking better care of your health at this time?  Not Willing
1  2  3  4  5  6  7  8  9  10     Very Willing 

4203 East US Highway 54 ~ Linn Creek, MO ~ 65052


573-346-3777
www.AbsoluteWellnessCenterInc.com
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