PERSONAL HISTORY QUESTIONNAIRE

Welcome to StressBusters Wellness!  Our goals are, first, to address the concerns that brought you to our office, and second, to offer you the opportunity to improve your overall health and well-being.  Answering these questions will give us a health profile of the specific stresses that you have encountered in your lifetime, as well as stresses you currently face.   This allows us to address the health challenges that you are currently experiencing and to improve your function so that they need not happen again.

Date__________   Name___________________________________   Social Security # ___________________________

Mailing Address______________________________________ City_________________ State______ Zip____________

Street Address_________________________________________________________________________________

Home Phone (         )_________________ Work Phone (         )_________________  E-Mail _________________________________   

Cellular Phone (        )___________________ Birth Date_____________ Age_______ Sex______ Marital Status________   

Occupation ____________________ Place of Employment___________________________________________________

Names & Ages of Children under 18 ________________________________________________________________

Insurance Information:  Name ____________________________________ Policy Number __________________________ Please bring card to desk
Whom may we thank for referring you to our office? ___________________ Other way you may have heard about us? __________________________
HISTORY

Have you had any of the following (please circle):   Heart Disease    Cancer    Diabetes     Other_____________

Have your children experienced (please circle):  ADD    Ear Infections    Asthma     Learning Difficulty    Behavior Problems

This visit is for a Wellness Evaluation
Yes
No

This visit is for a specific complaint

Yes
No

If this visit is for a specific complaint, please describe __________________________  How long? _________

At its worst, how does this problem make you feel? ____________________ Does it make you feel older? Yes  No  How Much? _____

Other healthcare providers seen for this problem: 

· Chiropractors

· Medical Doctors

· Others ______________

Your Health Concerns or Symptoms and How They May Affect Your Life

 Check All Health Concerns You Have     Please circle your greatest concern.
	 FORMCHECKBOX 
Low back pain
	 FORMCHECKBOX 
Shortness of breath
	 FORMCHECKBOX 
Heart problems

	 FORMCHECKBOX 
Neck Pain
	 FORMCHECKBOX 
Anemia, blood disorders
	 FORMCHECKBOX 
Lung disorders

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

	 FORMCHECKBOX 
Joint Pain
	 FORMCHECKBOX 
Intolerant of heat
	 FORMCHECKBOX 
Liver disorders

	 FORMCHECKBOX 
Specific Pain ____________
	 FORMCHECKBOX 
Poor Immunity
	 FORMCHECKBOX 
Blood Pressure (High or Low)

	 FORMCHECKBOX 
Headaches
	 FORMCHECKBOX 
Low Energy
	 FORMCHECKBOX 
Congestion

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

	 FORMCHECKBOX 
Numbness ______________
	 FORMCHECKBOX 
Sexual dysfunction
	 FORMCHECKBOX 
Allergies

	 FORMCHECKBOX 
Weak Digestion
	 FORMCHECKBOX 
Indecisive, Forgetful
	 FORMCHECKBOX 
Asthma 

	 FORMCHECKBOX 
Diarrhea
	 FORMCHECKBOX 
Lack of focus, poor concentration
	 FORMCHECKBOX 
Oily Skin 

	 FORMCHECKBOX 
Constipation
	 FORMCHECKBOX 
Irritability
	 FORMCHECKBOX 
Insomnia

	 FORMCHECKBOX 
Acid Stomach
	 FORMCHECKBOX 
Depression
	 FORMCHECKBOX 
Other (please describe)_____

	 FORMCHECKBOX 
Ulcers
	 FORMCHECKBOX 
Mentally stressed, anxiety, worry
	 _________________________


Which areas of your life have become less productive or enjoyable as a result of your health problem(s)? 

On a scale of 1-3, 3 being the worst:

Work

0   1   2   3

Sitting

   0   1   2   3

Social Life
0   1   2   3

Recreation/Play
   0   1   2   3

Exercise

0   1   2   3

Walking

   0   1   2   3

Sleep/Rest
0   1   2   3

Eating

   0   1   2   3     Other ______________  0  1  2  3  

Concern about symptom/condition
   0   1   2   3



Concern about your overall health
   0   1   2   3

Is your health (better / worse / same) compared to last year?

What are you hoping we can do for you at our office? Short Term _____________________ Long Term _________________________
What areas of your life are most important to you?  Health   Family   Spirituality   Fun   Work   Growth   Other __________________

Do you enjoy these things less in any way or are you in any way less effective because of your health concerns?  If so, how? 

___________________________________________________________________________________________________

Has your spine ever been professionally adjusted? Yes   No    If yes, why? _________________________________________

Does your family receive chiropractic care? Yes   No   Which family member(s)? _____________________________________

Your Childhood Years    Research has shown that many of the health challenges that we are facing today have their origins in our developmental years, some starting as early as birth.  Please answer the following to the best of your ability.

· Was your birth by C-Section, suction or forceps?    Yes     No       Any other birth trauma?   Yes    No  __________________
· Did you have any serious childhood illnesses?
Yes     No     Please list ________________________
· Was there a prolonged use of medications such as antibiotics, Ritalin, inhalers? 
Yes     No
· Any childhood falls or accidents (car, crib, tree, bike, bed, sports injuries, etc…)
Yes     No
· Did you suffer any emotional trauma or significant losses as a child?

Yes     No
· Did/Do you participate in contact sports?




Yes     No
Your Adult Years   On a daily basis we experience physical stress, chemical toxins and emotional stresses that can accumulate and result in a serious loss of our health potential.  In most cases the effects are gradual, not even felt until they become serious.  

· Please describe your normal diet _____________________________________________________
· Do/Did you smoke cigarettes?
Yes     No
· Do/Did you drink alcohol?

Yes     No
· How many motor vehicle accidents have you had in your life (car, train, plane, etc...)?  Please describe (even minor ones).   ______________________________________________________________________________________________________

· Other Accidents (Falls, physical stress at work, etc.) ____________________________________________________________

· Has there been any prolonged use of medications (3 months or more)?


Yes     No
· Have you had any major surgeries (removal of organs, abdominal, spinal, brain, etc)     
Yes     No 
   If yes, please describe ______________________________________________________________

· On a scale of 1 – 10, please describe your stress level (1=none / 10=extreme) _____
· Please circle all stresses areas (past or present) of a moderate to extreme nature that apply:  

Childhood stress               School stress             Family stress           Change in lifestyle        Work

Abuse        Illness       Personal relationships       Loss of loved one        Job change     Other ____________
· Please list all medications that you’re currently taking and why: ___________________________________________________

_______________________________________________________________________________________________________

· Do you currently take vitamins?  Yes  No      Would you like help in choosing the best vitamins for your needs?  Yes  No

Dorland’s Medical Dictionary defines health as, “The state of optimal physical, mental, emotional, social and spiritual well being and not merely the absence of disease or infirmity”.  In other words, perfect health has more to do with how you are functioning in all areas of your life rather than simply how you feel in the moment.  When answering the following questions, please consider “10” to be perfect health as defined above.

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? What if you really could have it all?
	 FORMCHECKBOX 
Range of Motion

	 FORMCHECKBOX 
Ability to Handle Stress
	 FORMCHECKBOX 
Mental Clarity

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

	 FORMCHECKBOX 
General Happiness
	 FORMCHECKBOX 
Creative Thinking
	 FORMCHECKBOX 
Feelings Of Connection/Peace

	 FORMCHECKBOX 
Ease of Movement
	 FORMCHECKBOX 
Better Concentration
	 FORMCHECKBOX 
Breathe w/ Ease & Fullness

	 FORMCHECKBOX 
Ability To Do Hobbies Again
	 FORMCHECKBOX 
More Patience
	 FORMCHECKBOX 
More Easy-Going

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

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


 FORMCHECKBOX 
Improved Digestion

  FORMCHECKBOX 
 Other __________________

How would your life be different if you experienced everything that you just checked above?

_____________________________________________________________________________

· Please rate your current state of health on a scale of 1-10 (10 = having everything you checked above) _____ 

· If only your symptoms were to disappear, what would you grade your  health be then? _____

· Is there anything else you’d like us to know at this time that would help us to better understand you or your health challenges? 
________________________________________________________________________________________________
