
Port Center for Vitality       Dr. Fred Blum
Welcome!
Your first visit to our center is an opportunity for us to learn all about you and your family.  It is a time for you to share with us where you are now in your health and life as well as what you would like to move toward.  You may also find your ideas about who you are and your true health and life potentials expanding as you take your first step with us on your joyous journey toward ever-higher levels of health, wellness and wholeness.  And away we go!
Personal Information
Name __________________________________ Birth Date ____/____/____  Today’s Date ____/____/____
Phone (H) _______________________ (W) _______________________ Ext. _____ (Cell) ______________________
Address ________________________________________________________________________________________




Number & Street

      City

      State
        Zip
Email Address _________________________________________________ 
 Single    Married/Partnered   Widowed    Divorced    Spouse/Partner’s Name __________________ 
# of Kids ____ How many at home? _____  Names & ages: _____________________________________________________________
Self-employed?  Yes[image: image1]   No  What kind of work do you do? ____________________________________________________________
Do you have a primary healthcare advisor?   Yes   No  What type?  MD    DO    Other__________
Have you ever been to a chiropractor before?   Yes   No   Approximate date of last visit ____/____/____
Dr.’s Name/City/State: ___________________________________________  Good results?   Yes   No
Have you ever been told you have any problems/defects in your spine or nerve system?    Yes   No
If yes, what? ____________________________________________________________________________
Please check if you are here for any of the following:   Motor Vehicle Injury   Work Injury   Other Injury
Whom may we thank for referring you to our center? __________________________________
Other way you may have heard about us? __________________________________________
Let’s Find Out Why You’re Here…
Is your visit today for a specific health condition or for general wellness enhancement? ______________________________
If for a specific condition, please tell us about it:_____________________________________________________________
Other Health Concerns or Symptoms    Please Check All That Apply
	Low back pain
	Abnormal growths, cysts   
	Heart problems

	Neck Pain
	Anemia, blood disorders
	Lung disorders

	Shoulder/Arm/Hand pain
	Skin disorders
	Loss of taste or smell

	Joint Pain
	Intolerant of heat
	Liver disorders

	Specific Pain __________
	Poor Immunity
	Blood Pressure (High or Low)    

	Headaches
	Low Energy
	Congestion

	Leg Pain
	Menstrual problems
	Eye, Ear, Nose & Throat Problems

	Numbness ____________
	Sexual dysfunction
	Allergies

	Weak Digestion
	Indecisive, Forgetful
	Asthma 

	Diarrhea
	Lack of focus, concentration
	Oily Skin 

	Constipation
	Irritability
	Insomnia

	Acid Stomach
	Depression
	Other (please describe)_____

	Ulcers
	Mentally stressed, anxiety, worry
	 _________________________


And How You Got to Where You Are Now…
· Are there any specific physical, chemical or emotional stresses you are aware of that your mother endured while she was pregnant with you?           Yes    No  
· Please explain ______________________________________________________________________________
· I was born   In a Hospital     At Home  

Any complications with your birth?    Yes      No
· Were you generally healthy and happy during your early childhood years?   Yes      No
· Any specific physical, chemical or emotional stresses you wish to share from your early childhood?  
_________________________________________________________________________________
· Were you generally healthy and happy during your teen/early adult years?   Yes      No
· Any specific physical, chemical or emotional stresses you wish to share from your teen/early adult years?  
· Are you/have you been generally healthy and happy during your adult years?   Yes      No
· Any physical, chemical or emotional stresses you wish to share from your adult years?   
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___________________________________________________________________________________________________________
· Ever been on any medication for longer than three months?   Yes      No 
· If yes, which? ____________________________________________________________________________________________
· Are you taking any medications currently?      Yes      No
______________________________________________________________________________________________________________
· Please list any specific health challenges that you have overcome in your life 
· Please list any specific health problems from your family’s history that you believe are significant to you
        Which Direction Are You Headed?          
In a study of 2818 patients receiving Network Care, it was found that people receiving this care improved in many different areas of their lives in addition to physical relief.  Some of the results that they experienced are listed below: 
What Would You Like MORE Of In Your Life? Check as many as you’d like.
	Range of Motion

	Ability toHandle Stress
	Mental Clarity

	Comfort Sitting/Standing
	Play With Kids/Grandkids Again
	Greater Sense of Well-Being

	General Happiness
	Creative Thinking
	Feelings Of Connection/Peace

	Ease of Movement
	Better Concentration
	Breathe w/ Ease & Fullness

	Ability To Do Hobbies Again
	More Patience
	More Easy-Going

	Easier Relationships
	Ability To Adapt To Change
	Excitement/Interest In Life

	Energy/Physical Vitality
	More Productive At Home/Work
	Sense Of Purpose Or Mission in Life


 Other __________________
Please rate your current state of health on a scale of 1-10 (10 = having everything you checked above) _____ 
If your symptoms were to disappear, what would your health be then? _____
What would you be doing differently in your life if your had optimal health as described above?
_______________________________________________________________________________

Currently my physical health is

 Excellent

 Good
 Fair 
 Poor

And I feel it’s   Improving
 Staying the Same
  
 Getting Worse
 Up & Down
Currently my mental health is

 Excellent

 Good
 Fair 
 Poor

And I feel it’s   Improving
 Staying the Same
  
 Getting Worse
 Up & Down
Currently my emotional health is           Excellent

 Good
 Fair 
 Poor

And I feel it’s   Improving
 Staying the Same
  
 Getting Worse
 Up & Down
Currently my social well being is
  Excellent

 Good
 Fair 
 Poor

And I feel it’s   Improving
 Staying the Same
  
 Getting Worse
 Up & Down
Currently my spiritual well being is  
   Excellent

 Good
 Fair 
 Poor

And I feel it’s   Improving
 Staying the Same
  
 Getting Worse
 Up & Down
Because of My Care Here, I Hope to See Improvement in My…
(1=Very Important To Me     2= Important To Me     3= Not So Important To Me    4= Does Not Apply To Me)
Physical Well Being     





1   
 2  
   3 
   4 
Mental and Emotional Well Being 




1   
 2   
   3   
   4  
Ability to Respond Constructively to Stress



1            2    
   3   
   4  
Overall Level of JOY in Life





1   
 2     
   3   
   4  
Making Healthy & Constructive Lifestyle Choices


1   
 2    
   3    
   4  
Overall Quality of Life






1   
 2   
   3   
   4  
Will you be as happy and healthy as you are today (or BETTER) in 5 years?    Yes      No      Not Sure
If yes, what will you do to make sure you are? _________________________________________________
If no or not sure, what could you do to start getting happier & healthier? _____________________________
______________________________________________________________________________________
How committed are you to actively participating in moving yourself toward greater levels of happiness, peace, excitement, health, wellness and wholeness?  (Circle your answer)
Not at all 
1          2          3          4          5         6        7         8          9       10  
100% Committed
Thank You for taking the time to fill these forms out.  They are very important to your care and we appreciate it!
Let’s Make Sure We’re On the Same Page…
When an individual or family seeks and is accepted into a program of vitalistic chiropractic care, it is essential for all parties to be working toward the same objectives.  We have only one goal, and it is important that everyone understands both our objective and the methods we will use to move consistently toward that objective.  
Your care in our center is not a substitute or alternative for, nor is it a preventative form of medicine.  Medically-based care specializes in the diagnosis and treatment of specific symptoms, illness and disease.  Our Vitalistic Chiropractic care specializes solely in helping people of all ages ensure that their spines and nerve systems are functioning as optimally as possible.  This in turn allows a fuller expression of Life Energy in their bodies.
So while the natural result of a higher expression of Life Energy is increased health, wellness and an overall expansion of  your well being, we will not diagnose, treat or attempt to cure any specific physical, mental or emotional ailment, nor will we give advice about specific medical conditions or treatments. 
If you are seeking care for the removal of a specific medical symptom or condition, we suggest you seek additional help from a symptom, illness, and disease orientated professional if you feel that our vitalistic approach will not be sufficient in progressively raising you to the levels of health, wellness and wholeness you desire for yourself and your family.
I, _________________________________, have read and understand the above statement and I hereby give permission for Dr. Fred Blum to continue with my child's and/or my initial consultation and assessment.  I also agree to return at a later date to attend an orientation and allow Dr. Blum to report his findings and recommendations to me immediately following the orientation.  By agreeing to this, I am in no way obligated to follow the advice given to me in the orientation and report of findings.
Signed_________________________________________ Date ____/____/____
We sincerely thank you for choosing our center and for taking the time to honestly reflect upon and share your current level of health and well being, as well as  your goals. 
We look forward to helping you maximize your experience and expression of health and life!

[image: image5.png]


Your Personal Privacy is Very Important to Us!
In this day and age it is unfortunately very easy for people to have their personal and private information shared without their knowledge or consent.  Because your privacy is so important to us, we have taken steps to ensure that we will never share your personal or private information with anyone except to assist you in getting reimbursed from a third party or in helping you keep on track with your schedule of care and in moving progressively toward the results you desire and deserve.
We may only disclose any information about you in the following ways:
· To another health-care provider, hospital or facility if they request it in order to assist them in caring for you.  This request must also be accompanied by a consent form signed by you.
· To an insurance carrier, HMO or employer if they are possibly responsible for payment or reimbursement of services.  This request must also be accompanied by a consent form signed by you.
· We may ask your permission to use you as a success story to help others see the value of care in our center.  We will ask for you to sign a separate consent form if this is the case.
· If you are not available to receive an appointment reminder, a message may be left on your answering machine or with a person in your household or at work.  We may also send you a reminder by Email.
· We reserve the right to alter/amend the terms of this privacy notice.  If changes are made to our privacy policies, we will send you a notice by Email and post the policy changes in our center where they are easily visible for all of our practice members to view.
· If you have a complaint regarding any aspect of our privacy policies, or if you would like further information about them, please contact Dr. Blum.
My signature acknowledges that I have read this notice, I understand it and I hereby agree to comply with the policies as explained here.
New Member’s Name (Please Print) ________________________________________  
Signed ____________________________________

 Date ____/____/____
Parent/Guardian Name (if under 18) ________________________________________
Parent/Guardian Signature _____________________________ Date ____/____/____
��
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