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Personal Information

Creating Wellness Center

Dr. Martha Nessler

3315 Robbins Rd., Springfield, IL 62704
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Your Health Profile

NAME PATIENT AGE: UALE
ADDRESS

CATY / STATE £ 210

HOME PLONE #; WORK PHONC Y CELLE

L-MAIL AGDRESS: ALE s FEMALE,

BIRTH DATL: BEST (IME & NO. TD CONIACI.
QCCUPANION EMPLOYER'S NAME AND ADDRESS:
SINGLE: . MARRIED; - DWORCED: . WIDOWED:

NQOF CHILDREN © NAMES, AGES AND GEND!

ER:

WHC MAY WE THANK FOR REFERRING YC1J TO OUR UFFICE?

Your Health Profile

Why This Form Is Important

As a Creating Wellness Center, we focus on your ability to be healthy. Our goals are ta first address the issues
that brought you to this office and second, to offer you the opportunity of improved health, wellness and qual -
ity of life in the future. On a daily basis we all experience physical, biochemical and psychological/emotional

stresses that can accumulate and result in serious loss of
and may not even be felt until they become serious. An

health potential. Most times the effects are gradual
swering the following questions will give us a profile

of the specific stresses past and present that you face and allow us to better assess the challenges to your

health potential .

Addressing what brought you to this office

If you have no symptoms or complaints and are here for
“General History " (next page)

Others, please briefly describe your chief concern, includ

Chiropractic Wellness Services, please skip to the

ing the effect it has had on your life,

Health Concerns:
List health conterns
according to their severity,

When di
episode

Rate of Severity
1= mild

10= worst
imaginable

d this
start?

Did problem
bagin with
arninjiny?

if you had the
condition before,
when?

Are symplomy
consiant o
tenmitent?

B oW

ifyou are experiencing pain, isit...
0 sharp [Ioull ache

Does the pain travel/radiate anywhere: [ no  [] yes

- please describe




Since the problem started, it is. .. [ About the some [} Gefting Batter [J Getting Worse

What rmakes it worse?

What have you done for this condition that has helped you feel better?

What have you done for this condition that was of no help?.

0ido {1 donothave a farmily history of this of similar symptorns [ if you do, please explain)

Is this condition interfering with your: {1 Work | Leisure [ISleep (I Soortsiexercisefwalking,
|| Positive mental offitude ] Hobbies [} Other

Have you had 1o, or felt the need fo make any “positive” changes in your life due 1o your condition? (i.e., eat beter, less
dlcohol or drugs, meditate, lass destructive sports, activities, ete.) if so whai?

Other Doctors seen for this condition: [] Chiopractor [ Medical Dr, ] Other

1. NomefAddress: —
DAt o . WO WQS The dicgnosis?
What was done”? —

2. Name/Address:

Dale: What was the diagnosis?
What was done?

General History:

Please check (v all symptoms you have ever had, even if they do not seem related to your curent probiem:

[ Heodaches { Pins ond neediesinlegs (] Fainting {} Neckpain

[ Pins and needles inamms [ Loss of smell 0 Back Pain 0 Lossof balance
[ Dizziness {1 Buzzing in ears [ Ringingin ears 0 Nervousness

I Numbness in firngers I Numbness in toes 0 Loss of taste ( Stomach Upset
0 Fatigue [ Depression [ tritability 0 Tension

) Sleeping problerns 0 Stitf Neck (I Cold Hands I Cold Feet

[ Diarthea [0 Constipation 0 Fever [ Hof Floshes

[ Cold Sweats 0 Lights bother eyes {1 Urinary Probtem {1 Heartburn

[ Mood Swings 1 Menstrual Pain { Menstrual Irregularity J Ulcers



List any medications you are taking and why: (prescription and non-preseription)

Have you had any surgery? {Please include all surgery)

1. Type Date Doctor
2. Type Date : Doctor
3. Type Date Doctor
4. Type e B Date Doctor

Accidents andjor injuries: outo, work related, or other (especially those related 1o your present problems),

1. Type Date _Hospildlized  [] Yes [] No
2. Type Date Hospitalized ] Yes (I No
3. Type . Date Hospitaized [} Yes []No
Have you aver had x-rays ioken? (if yes) When Where

Area of body:

Do you wear orthotics or heel lifts? []Yes [} No

Please st your top three stresses in each category:
1. Physical stress (falls, accidents, work postures, etc,)
a.

o}

o}

2, Bio-chemical stress (srmoke, unhealthy foods, missed meals, don't drink enough water, drugs, etc.)
Q.

b.
c.

3. Psychological stress {work, relationships, finances, self-esteer, efo.)
Q. —
b .
c.

The Beginning Years

Research is showing that many of the heaith challenges that oceur later in life oniginated during the developmental
years, some starting of bith. Please answer the following questions fo the best of your abitity.

Birth o 17 years of age Yes No Unsure
Did you have any serious childhooxi iilnesses? U D
Dic you have any serious falls as a chilg?

Did you play youth sports?

Did you toke /use any diugs (prescribed o notj?
Did vou hove any surgery?

Were you involved in any cor accidents?

was there piolonged use of medicine such as
Antibiotics or an inhaler?

Did you suffer any other raumas?

{physical or emoftionai}

Wete you vaccinated?

Were you under regutar Chiropractic care?

COMMENTS;
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Aduit-(18 to present)

923

Do/did you srmoke?

Doydid you diirk alcohol {more than sociolly)?
Have you been in any accidents?

Hove you had arny surgery?

Do you play any adult spors?

Do/did you participate in extreme spos?

[ o P YT T

Onascale of 1-10 describe your psychologicalfernotional stresss levels: (1= none/ 10=extreme)

Occupationat:

Personal:

Onascale of 1110, (1 beaing very poor and 10) being excellent) desciine your:

Eating habits: Exercise habits: Sieepn:

General Healih: Mind-set:

Family Health Profile

At our office we are not only interested in your health and well-being, but dlso the: healih ona well-being of your family
and loved ones, Please list below their names and any health condiions or concems they may have:

Father:

Brothers:

Sistexrs:

Qlhers:

Have you ever:

Bought bottled water {1 Yes 0 No
Belonged 1o o health ciub: 0 VYes 0 No
Consurmed vilamins or supplements 0 Yes 0 No
If there is a nesd for dietary changes or nutients would you like 1o be informed? 0 Yes 0 No
IFihere is a need for specific exarcises would yout like 1o be infomed? 0 Yes 0 No
ifthizre is a need for support in the psychological/mina/oody/stiess dimension of heclth

would you like to be informed? 0 Yes 0 No

I consent io o professionat anc complete chitopractio examination and to any diogrophic examination that the dostor deems
necessary. | understand that any fee for sevice rendered is due of the fime of sevice and cannot be datered o a laler dafe.

Signature Date

Thark you fos filing oul Ihis form, 1t is your first step fo Creating Wellness!
Return this to our staff and someone will be fight with you.



