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Wellness Intake Form 
 

Date: __________________ 

Name: _____________________________________________________________________Age:____________ 

Social Security #:______________________________________________Birth Date:______________________ 

Address:___________________________________________________________________________________ 

City:___________________________________________________State:__________Zip:__________________ 

Alternate Address:___________________________________________________________________________ 

City:___________________________________________________State:__________Zip:__________________ 

Phone Number:_______________________________Alt Number:____________________________________ 

Occupation:______________________________________Employer:__________________________________ 

Email:______________________________________________________________________________________ 

 

Single:_____  Divorced:_____  Widowed:____  Student:______   

Married:_____ Spouse Name:__________________________  

 

Who referred you to our office?_____________________________________ 

 

 

Rate your Health and Wellness:  
 
Place an “X” where you believe your current level of health and wellness to be. 
Place an “O” where you would like your health and wellness to be.   
 
 
 
 
 
 
 
 
 

 

3301 Southern Blvd Ste 105, Rio Rancho, NM 87124  (505) 891-2280  www.straightchiro.com 
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What are your objective and concerns for coming to our office today? (Briefly describe, how it is impacting your 
life). 
___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

  

Since the problem started, it is: ____ the same  ___ getting better  ___ getting worse 

Does your concern impact your: ___work  ___sleep  ___leisure  ___  

 
On a daily basis we experience physical trauma, 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. 

 
Yes     No 

Do you exercise?     

 Do you have any stress in your life?  

 Do you have a regular stress outlet? 

 Do you drink water regularly? How much daily:______________________________ 

 Do you use supplements?  

 How would you rate your diet? (1 poor 10 perfect) 

  

Please list all medications your are taking, why and duration: (prescription and over the counter) 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 
Have you had any surgeries and/or hospitalizations? ____Yes  _____No 
If yes, please briefly explain: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
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Have you had any major slips, falls, sports injuries or motor vehicle accidents (even going back into 
early childhood)? ______ Yes _______No  
 
If yes, please briefly explain:  
 
Slips/ Falls:__________________________________________________________________________ 
____________________________________________________________________________________ 
Sports Injuries:_______________________________________________________________________ 
____________________________________________________________________________________ 
MVA:_______________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
       

Please check all symptoms you currently have, and “X” for symptoms you have had in the past, even if they 

don’t seem related to your current problem. 

  

 Headaches     Pins and needle in legs  Fainting        Neck Pain 

 Pins and needles in arms   Back pain   Loss of balance       Dizziness 

 Ringing in the ears    Nervousness   Numbness in fingers      Tension 

 Numbness in toes    Upset Stomach  Frequent colds       Fatigue 

 Depression     Irritability   Sleeping problems      Stiff neck 

 Cold hands or feet    Heart burn   Lack of concentration      Mood swings 

 Menstrual problems    Prostate problems  Chronic fatigue       Diabetes 

 Inability to lose weight   Cardiovascular disease  High blood pressure      Asthma 

 Arthritis     Bladder problems  Bronchitis       Whiplash 

 Carpal tunnel syndrome   Colon problems  Disc problems       Migraines 
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Pregnancy Release  

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my 

permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. 

 

Signature__________________________________________________     Date ________________ 

Pregnancy Release (Females of Child-Bearing Age) 

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my 

permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. 

 

Signature_______________________________________________     Date___________________ 

     

Consent to evaluate, take X-rays (if necessary) and adjust a minor child: 

 

I, _________________________ being the parent or legal guardian of ______________________________ have read and 

fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.  In 

addition I authorize treatment of the above minor without parent or guardian being present.   

 

____________________________________      ____________________ 

           Consenting Adult’s Signature                Date 

Disclosures 

o Your signature verifies that the information given in this form is complete and correct and that you accept, if 
eligible, chiropractic care on this basis for your child.  

o I have received a copy of the Notice of Privacy Practices for Protected Health Information. 

o I understand and agree that health and accident insurance policies are an arrangement between an insurance 
company and me.  Straight Chiropractic does not accept assignment of insurance benefits, but will provide all 
documentation for me to use in filing claims with my insurance company. 

o If my case is accepted by Straight Chiropractic, chiropractic adjustments will be performed in our adjusting area, 
where others may be receiving adjustments.  I understand and consent to this form of care. 

o I consent to have my spouse/significant other present during my report of findings.   
 

               ____________________________________     ____________________ 

                                         Signature                        Date 
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Informed Consent for Chiropractic Care 

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working 

for the same objective. It is important that each patient understand both the objective and the method that will be used to 

attain it. This will prevent any confusion or disappointment. I understand that results are not guaranteed.  My condition 

may or may not improve with chiropractic care.  You have the right, as a patient, to be informed about the condition of your 

health and the recommended care and treatment to be provided so that you may make the decision whether or not to 

undergo chiropractic care after being advised of the known benefits, risks and alternatives. 

Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and 

function (primarily the nervous system) as that relationship may affect the restoration and preservation of health. Health is 

a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity. 

One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae 

in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and 

interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic. 

Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct 

and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. 

Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures 

such as physiotherapy and/or rehabilitative procedures may be included. 

If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and 

recommend that you seek the services of another health care provider. 

All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete 

satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have 

read and fully understand the above statements and therefore accept chiropractic care on this basis. 

 
I have received a copy of the Notice of Privacy Practices for Protected Health Information. ________ 
                 Initial 
 
 

The information made on this form is accurate and I agree to allow this office to examine me for  
  further evaluation:  

 
Signature:_________________________________ Date:_____________ 
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