
ABUNDANT LIFE CHIROPRACTIC HEALTH CENTER
Today’s Date: ͺͺͺͺͺͺͺͺͺ_________

PATIENT DEMOGRAPHICS 

Name: ___________________________________________ Birth Date: _____-_____-_____   Age: _______      � Male   � Female 

Address: ________________________________________________________    City: _________________________________ State: _____ __Zip: ___________ 

E-mail Address: _______________________________________ Best Contact Phone Number: _________________________________________________

Occupation:________________________________________

Name & Number of Emergency Contact: _________________________________________�Relationship: ______________________________________

HISTORY OF COMPLAINT

Please identify the condition(s) that brought you to this office:   Primary: _____________________________________________________ 

Secondary: __________________________   Third: _____________________________   Fourth: __________________________________ 

On a scale of 1 to 10 with 10 being the worst pain and zero being no pain, rate your above complaints by circling the number: 

 0  ʹ  1  ʹ   2 ʹ  3 ʹ  4  ʹ  5  ʹ  6 ʹ  7 ʹ  8 ʹ   9  ʹ   10 
0  ʹ  1  ʹ   2 ʹ  3 ʹ  4  ʹ  5  ʹ  6 ʹ  7 ʹ  8 ʹ   9  ʹ   10 
0  ʹ  1  ʹ   2 ʹ  3 ʹ  4  ʹ  5  ʹ  6 ʹ  7 ʹ  8 ʹ   9  ʹ   10 

Primary or chief complaint is: 
Second complaint is: 
Third complaint is: 
Fourth complaint is: 0  ʹ  1  ʹ   2 ʹ  3 ʹ  4  ʹ  5  ʹ  6 ʹ  7 ʹ  8 ʹ   9  ʹ   10 

LIST RESTRICTED ACTIVITY: 

___________________________________

___________________________________ 

___________________________________ 

___________________________________ 

CURRENT ACTIVITY LEVEL: 

_________________________________ 

_________________________________ 

_________________________________ 

_________________________________ 

USUAL ACTIVITY LEVEL: 

_________________________________ 

_________________________________ 

_________________________________ 

_________________________________ 

7945 Stone Creek Dr. Ste #120, Chanhassen, MN 55317 (952) 300-8338 

When did the problem(s) begin? _______________�����How long does it last? � � constant � on and off throughout the day  

How did this injury happen?�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� 

Condŝtion(s) ever been treated by anyone in the past? ������No   � Yes  What modality of care did you receive?_________________________ 

How long were you under care?ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ���What were the results͍�__________________________________________________________ 

Is your problem the result of ANY type of accident? ������ Yes   � No ���/Ĩ�ǇĞƐ͕�ǁĂƐ�ƚŚĞ�ĂĐĐŝĚĞŶƚ�ĂƵƚŽ�Žƌ�ǁŽƌŬ�ƌĞůĂƚĞĚ͍ ________________ 

Identify any other injury(s), minor or major, that the doctor should know�about:_______________________________________________________

Does anyone in your family suffer with the same condition or ANY other hereditary condition? If yes:__________________________________

PLEASE MARK the areas on the Diagram with the following letters to describe your symptoms: 

  R = Radiating   B = Burning   D = Dull   A = Aching   N = Numbness   S = Sharp/Stabbing   T = Tingling 

What relieves your symptoms? _______________________________________________________________________

What makes your symptoms feel worse? _____________________________________________________________



Informed Consent

REGARDING: Chiropractic Adjustments, Modalities, and Therapeutic Procedures: 

I have been advised that chiropractic care, like all forms of health care, holds certain risks. While the risk are most often very 
minimal, in rare cases, complications such as sprain/strain injuries, irritation of a disc condition, and although rare, minor 
fractures, and possible stroke, which occurs at a rate between one instance per one million to one per two million, have been 
associated with chiropractic adjustments.  

Treatment objectives as well as the risks associated with chiropractic adjustments and, all other procedures provided at 
Abundant Life Chiropractic Health Center have been explained to me to my satisfaction and I have conveyed my understanding 
of both to the doctor. After careful consideration, I do hereby consent to treatment by any means, method, and or techniques, 
the doctor deems necessary to treat my condition at any time throughout the entire clinical course of my care.   

_________________________________________ ____/____/____� Witness Initials

Patient or Authorized Person͛s Signature                           Date  

REGARDING: X-rays/Imaging Studies 

FEMALES ONLY Æ please read carefully and check the boxes, include the appropriate date, then sign below if you understand 
and have no further questions, otherwise see our receptionist for further explanation.  

� The first day of my last menstrual cycle was on ____-____-____ (Date)

� I have been provided a full explanation of when I am most likely to become pregnant, and to the best of my knowledge, I am
not pregnant.

By my signature below I am acknowledging that the doctor and or a member of the staff has discussed with me the hazardous 
effects of ionization to an unborn child, and I have conveyed my understanding of the risks associated with exposure to x-rays. 
After careful consideration I therefore, do hereby consent to have the diagnostic x-ray examination the doctor has deemed 
necessary in my case.  

________________________________________ ____/____/____ � Witness Initials

Patient or Authorized Person͛s Signature                         Date 
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