
 

Weierstahl Chiropractic Clinic 

General Information 

Name (First, Middle, Last): _______________________________________________________________  

Address: ____________________________ City: ___________Zip_______ Email: __________________ 

Home Phone#: __________________________ Cell Phone#: ___________________________________ 

Occupation/ Employer: ______________________ Social Security Number: ______________________ 

Gender:  M / F         Date of Birth: ____   /____/____          Age: _____           Are you Pregnant? Yes / No 

Marital Status:  (circle one)  married   single    divorced   widowed 

How did you hear about the clinic? _______________________________________________________ 

Emergency Contact: ______________ Relationship: ________________ Phone: ___________________ 

Is this complaint related to a Motor Vehicle Accident?     Yes /  No             Date of Accident: __ /__/____  

Is this complaint a Workers comp. Claim?  Yes / No         Date of Accident: ____ /____ /______ 

Health Habits & Lifestyle 

Have you ever been treated by a Chiropractor?     Yes / No    Name of Chiropractor: ________________ 

What condition(s) were you treated for? ____________When was your last treatment? ____________ 

Do you wear any of the following?      Arch Supports      Orthotics   Compression Stockings    Other 

Have you ever smoked? Yes / No   If yes, how many per day? ___ For how long? _____________ 

Do you drink caffeine (coffee)?    Y / N                     If yes how much /per day  _________________ 

Use recreational drugs / alcohol?  Yes / N    If yes for what and how often? _________________ 

Do you exercise regularly?  Yes / No     Daily / Weekends / Sporadically   

Do you get enough sleep?  Yes / No    How many hours per night? _____ 

Current Patient Condition 

There are many forms of Chiropractic care: Relief Care (symptomatic relief of a condition), 
Corrective Care (having the cause of the symptoms corrected and relieved), or Wellness Care (no 
symptoms or complaints currently but wish to maintain proper body functioning and overall health). 
Please indicate the type of desired care:       

Relief Care  Corrective Care      Wellness Care 
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Please mark the area of injury or discomfort on the chart below, using the appropriate symbols: 
 

SS - Sharp/Stabbing      D - Dull Ache     S - Stiff/Tight      N – Numbness     B - Burning     T-Tingling  

 

 

On a scale of 1 to 10, with 10 being the worst please indicate the severity of your pain:  

Best  0 --- 1 --- 2 --- 3 --- 4 --- 5 --- 6 --- 7 --- 8 --- 9 --- 10   Worst 

Using the pain scale please indicate your pain level number with the following: 

Current pain level____ __ Pain at its best _______ Pain at its worst _______ 

When & how did your symptoms begin: ___________Have you had this condition before?  Yes / No       

What makes it worse?  Sitting   Standing    Bending    Lifting    Walking    Lying Down   Cold   Other_____ 

What makes it better?   Sitting     Standing     Bed Rest     Stretching     Activity     Ice     Heat     

Is your condition getting progressively:    Worse    Better    It stays the same    Constant     Comes & Goes 

Does this interfere with:     Work       Sleep       Daily Routine       Quality of life 

Current Weight: ________________   Height:______________ 

Family History 

 
Please indicate any family members or yourself who have health problems (circle all conditions that 
apply):    Heart Disease   Kidney Disease    Stroke    Cancer   High Blood Pressure      Diabetes      
Rheumatoid Arthritis    Osteoarthritis     Thyroid/Hormone Problems     Breathing/Lung Problems      
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Neurological Problems    Skin Disorders   Depression   Other Mental Illness   Drug Abuse/Alcoholism     
Anemia    Other: 
 
 

 

Medical Conditions 

Please indicate any serious illnesses, surgeries, fractures, motor vehicle accidents, sports injuries, 

hospitalizations, major childhood illnesses, allergies or trauma (physical, emotional, sexual) 

 

Medical Condition Diagnosis Date Condition Still Present Symptoms Treatment 

     

     

USE THE BACK OF PAGE IF NEEDED. 

Medical Providers 

Please list all medical Providers you have seen in the past three years: 

Type of Medical Provider Name Last visit with them 

   

   

   

USE BACK OF PAGE IF NEEDED.  

Medications  

List all your current medications you are taking: (prescription, over-the counter, supplements) 
 
 
 
 
 
 
 
 

 

If there is any other relevant information pertaining to your health that you feel is important for us to 
know that was not covered, please state it below. Please provide as much detail as possible, to ensure 
that the most comprehensive care can be offered. All information is kept strictly confidential: 
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Informed Consent  
You are the decision maker for your health care. Part of our role is to provide you with information to assist you in 
making informed choices. This process is often referred to as “informed consent” and involves your understanding 
and agreement regarding the care we recommend the benefits and risks associated with the care, alternatives. 
Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional 
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or an 
instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include 
restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and 
improving neurological functioning and overall well-being.  
 
It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no 
promise to cure. As with all types of health care intervention, there are some risks to care, including, but not 
limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of 
symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, including but not 
limited to hot packs and ice, fractures (broken bones), disc injuries, strokes, dislocations, strains, and sprains. With 
respect to strokes, there is a rare but serious condition known as a cervical arterial dissection that involves an 
abnormal change in the wall of an artery that may cause the development of a thrombus (clot) with the potential 
to lead to a stroke. This occurs in 3-4 of every 100,000 people whether they are receiving health care or not. 
Patients who experience this condition often, but not always, present to their medical doctor or chiropractic care 
may be a risk for in one million to one in two million cervical adjustments. 
 
It is also important that you understand there are treatment options available for your condition other than 
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include, but 
are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical 
care with proscription drugs, physical therapy, bracing, injections, and surgery, lastly, you have the right to a 
second option and to secure other opinions about your circumstances and health care as you see fit. 
 
NOTICE OF PRIVACY 

HIPAA- The Notice of Privacy Practices for Weierstahl Chiropractic is also provided on request at the main 

administration desk of this practice. This Notice of Privacy Practices also describes my rights and Weierstahl 

Chiropractic’s duties with respect to my protected health information. 

Weierstahl Chiropractic reserves the right to change the privacy practices that are described in the Notice of 

Privacy Practice. I may obtain a revised Notice of Privacy Practices by calling the office and requesting a revised 

copy be sent in the mail, ask for one at the time of my next appointment. I have the right to revoke this consent, in 

writing, except to the extent that Weierstahl Chiropractic has taken action in reliance on this consent.  

I understand that if I do not call to cancel my appointment I may be charged a $20.00 no call/no show fee to my 

account. I have read, or have had read to me, the above consent. I appreciate that it is not possible to consider 

every possible complication to care. I have also had an opportunity to ask questions about its content, and by 

signing below I agree with the current or future recommendation to receive chiropractic care as is deemed 

appropriate for my circumstance. I intend this consent to cover the entire course of care from all providers in this 

office for my present condition and for any future condition (s) for which I seek chiropractic care from this office. 

I attest that the above information provided is true and accurate to the best of my knowledge. I hereby authorize 
chiropractic evaluation and care. 

 Signature ___________________________________________  Date ___________________________ 

Thank you for taking your time and thoroughly filling out these forms! This is a confidential record of your medical 
history and will be kept at Weierstahl Chiropractic Clinic. The information that it contains will NOT be released to 
anyone without your authorization.  


