Ocean LightForce® Chiropractic

210 25th Street
Virginia Beach, VA 23451
757-425-1421

Welcome to Chiropractic

Please Print Clearly and fill In completely.

Print Name Email
Street Address Phonea
City Stato Zip Date of Birth

Please Check ""’Sex: Maled Femaled  Right handedd Left handedd  Marriedd Singleld

Health History:

Give reazon for seeking chiropractic care;

Describe any health problems, including how long you've had them:

Are you under the care of any other doctor?  Ye=0 Nol
If ¥es, the conditions being treated for:

Lizt any current Medications;

Lizt any past surgeries & dates:

Lizt any past accidents & dates:

Liat any x-rays you've had in the past 2 years:

Personal & Family History:

Your Occupation: Work Duties

Spousze's health status

Children's ages and health status:

Chiropractic History:
Have you ever been to a Chiropractor before? YesQ Mol If ves Doctor's Mame

Date of last chiropractic visit Reason for care

Date of last chiropractic x-rays How long were you under care?

Are other family members under chiropractic care? - Yesd Mol Who?

Wellness Commitment

At this Chiropractic office we are dedicated toward achieving the goal of total lasting health for our members. To
better help you achieve this, we need to understand your commitment toward being healthy. We do not azk for a
financial commitment, but we do ask for your cooperative commitment. Baszed on a scale of 10% to 100%,
pleaze circle your perzonal level of commitment toward obtaining and maintaining health and wellness.

Where did you hear about our clinic,

or who refered you?
- |
FEMALES: Please Check One v |= there a possibility of you being pregnant? YesO NeQl



Please Fill in Belowlf you have

had the following, or if you suffer from the
following, Please Check ¥

Condition, Symptom Constanthy or Sometimes or

Or Problem Frequently Occasionally
Headache
Migraines
Meck Pain

Shoulder Pain

Amn/Hand Pain
hid Back Pain

Low Back Pain
Hip Pain

Leg/Foot Pain
Cisc Problems

Arthritis
Other joint pain

Mumbness
Joint Swelling

Dizziness
MNausea

VWeakness
Fatigue

Mervousness
Inzomnia

Heart Problems
Frequent colds

Moze Bleeds
Ringing in Ears

Earaches
Hearing Lozss

Cough
Chest pains

Ferale problems
Allergies

Asthma
Cancer

Circle the arcas where you have any problems.

Please also describe these problems.

Below, Please Fill In Any Other Haalth
Information You Feel We Might Need For Your
Care.

Oetecporosis
Ciabetes

Hypoglycemia
Digestive problern

Urinary Problems

Skin conditions

Oither

O ooy ooy u o

O 0000000000000 000D oD 00O LU0 0OO00D 00O D

Thank you for being complete and thorough.
Your Signature Below Please

Date:

Ocean LightForce® Chiropractic

210 25th Street
Virginia Beach, VA 23451
757-425-1421



