
 

POMEROY CHIROPRACTIC WELLNESS 
Personal History 

 
                                                                 

NAME _______________________________________________________________      DATE _____________________ 
                First                           Middle Initial                          Last 
 
ADDRESS ____________________________________________________________                 
                          Street                  City                          State                               Zip         

   
 

PHONE: Home  ___________________ CELL: ____________________  MARITAL STATUS: Circle One ~ S  M  D  W             
 
 
Date of Birth ____________________  If we are filing insurance: INSURED’S date of birth  __________________ 

 
 
E-MAIL (used for appointment reminders and newsletter ONLY): ____________________________________________   
 
OCCUPATION: _____________________________________________ 
 
EMPLOYER  ____________________________________________ EMPLOYERS PHONE: ________________________ 
 
NAME OF SPOUSE/PARENT: __________________________________________________________________________ 
 
NAME AND AGE OF ALL CHILDREN ____________________________________________________________________ 
                    

__________________________________________________________________________________ 
 
WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? ___________________________________________ 
 
REASON FOR CONSULTING THIS OFFICE? ______________________________________________________________ 
 
HAVE YOU SEEN ANYONE ELSE FOR THIS CONDITION?      YES__    NO__      
 

DR. SEEN:  ________________________   WHEN? _____________________  OUTCOME? ___________________ 
 

HAVE YOU HAD PREVIOUS CHIROPRACTIC CARE?  YES__    NO__    
 

DATE OF LAST ADJUSTMENT _____________   CHIROPRACTOR’S NAME _____________________________  

         
WHY THIS FORM IS IMPORTANT: 
As a family wellness oriented chiropractic office, we focus on helping you maximally express your health potential.  
Our first goal is to locate and eliminate any and all interference to the full outward expression of that potential and 
address the issues that brought you here.  In addition, we hope to offer you and your family the opportunity for a 
lifetime of health, happiness and vitality.  On a daily basis we all experience physical, chemical and emotional 
stresses that can accumulate and result in serious loss of health potential.  Most times, the effects are so gradual that 
they are not felt until they become serious, and sometimes not until it is too late! Your answers will allow us to better 
assess your current status and more accurately determine what course of care will best help you reach your true 
health potential. 
 

 
 
 

PLEASE FILL OUT THE FOLLOWING QUESTIONS COMPLETELY AND HONESTLY.   
YOUR ANSWERS WILL HELP US PROVIDE YOU WITH THE BEST SERVICE. 

 
 



 

PHYSICAL STRESS: 
Have you EVER had any falls, auto collisions, or injuries?  If yes, briefly describe  
_____________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
Have you EVER had any surgery? If yes, briefly describe: _________________________________________ 
______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
Please circle your level of physical activity:            LOW                   MODERATE                 HIGH 
 
How many hours a day do you spend sitting? _________________________________________ 
 

CHEMICAL STRESS: 
How would you describe your diet?    Meat                 Fruits             Vegetables        Breads, Grains & Cereals 

                                                           O  L  M  H        O L M H        O L  M  H                 O  L   M   H 
Circle your level of intake:                
O=None; L=Low; M=Moderate; H=High;  Sugar (candy, snacks, etc....)           Dairy Products 
              O   L   M   H                 O   L   M   H 
 
Check the following products you use: Tobacco____    Soda, Coffee, and Tea____   Alcohol_____ 
     
Do you take medications (drugs?)  If yes, for what and how long: __________________________________ 
____________________________________________________________________________________ 
 
Do you take vitamins/supplements?  If yes, for what and how long: _________________________________ 
______________________________________________________________________________________ 
 

EMOTIONAL STRESS: 
Please describe your level of stress in any areas of your life such as work, home, school, relationships, children, loss 
of a love one, divorce, separation, finances, and etc 
_____________________________________________________________________________________ 
 
In addition to the main reason for your visit today, what additional health goals do you have for you future? 
______________________________________________________________________________________ 
 

Are you as healthy today as you were 5 years ago?     Yes  ___  No ___   Don’t know  ____ 
 

Will you be as healthy as you are today, 5 years from now?  Yes ___   No ___   Don’t know ___ 
 
Health is the most valuable asset in the world - YOU AND YOUR FAMILY'S HEALTH. Chiropractic brings ease and peace to 
your body and life.  The adjustment process will restore and ENHANCE the full function and communication within your body, 
from the brain to every organ, tissue and cell.   As you receive adjustments your Innate Intelligence will express your fullest 
potential for life and healing.  In this office we do not treat symptoms and diseases.  We offer true healing through Chiropractic. 
The healing process includes taking responsibility for your health and meeting your financial obligations.  Your insurance may 
contribute to the cost of your care; however, you are ultimately responsible for your care! 

 
I accept Chiropractic based on the above information, my signature below will serve as consent for service. 

 
 
Signature ____________________________________    Staff witness _________________________________ Date _____________ 

 


