
 
 

      

 

 

Name__________________________________________ How would you like to be addressed?_____________________  

Address________________________________City_______________________ State_____ Zip  _____________________ 

Cell Phone_________________________________Email______________________________________________________    

Date of Birth____________________ Age_______   Gender (check one)  Male  Female  Unspecified 

Marital Status (check one)     Single  Married  Other SSN    

Employment Status (check one)     Employed    FT Student    PT Student    Other    Retired  Self Employed 

Occupation__________________________Employer___________________________ Employer Phone _______________ 

Do you have insurance?  Yes    No    Insurance name:____________________________________ 

Primary insured?  Yes    No   If no, primary insured name and relationship to self: _____________________________ 

What is the best way to contact you? (check one)   Email   Cell Phone 

Who can we thank for referring you?  Patient Referral _______________________   Dr. Referral___________________ 

 Law Firm ____________________ Webpage  Google   Other_____________________________________________ 

Emergency Contact:_________________________________________ Phone #:____________________________ 

Race (check one)  

 White  Black/African American  Hispanic  American Indian/Alaskan Native 

 Asian  Asian Indian   Chinese  Filipino    

 Japanese  Korean   Vietnamese   Native Hawaiian or other Pacific Island 

Samoan   Guamanian or Chamorro Other  I choose not to specify 

Multi-Racial (check one) Yes No  Unknown 

Ethnicity (check one)   Hispanic or Latino  Not Hispanic or Latino  I choose not to specify 

Preferred Language (check one)   

 English  Spanish  American Sign Language  Chinese  French  German  

 Tagalog  Vietnamese  Italian  Korean  Russian  Polish  

 Arabic  Portuguese  Japanese  French Creole  Greek  Hindi  

 Persian  Urdu  Gujarati  Armenian  I choose not to specify 

 

FAMILY HISTORY:  Please check any condition that YOU or YOUR FAMILY have or have had in the past. 

**Please state (P) for Patient or (F) for family** 

 

 

 

 

 

 

 

  

 

PATIENT SIGNATURE: _____________________________________ DATE: ______________  Dr. Initial ________ 

PAGE 1 

Patient Application for Treatment 

n (EHR) 

 Alcoholism        (P or F)  High Blood Pressure  (P or F)  Stroke                      (P or F)  
 Anemia        (P or F)  Kidney Disease           (P or F)  Suicide Attempt       (P or F)  
 Asthma        (P or F)  Liver Disease              (P or F)  Thyroid Disease      (P or F)  
 Celiac disease     (P  or F)  Hashimoto’s disease  (P or F)  Trouble Sleeping     (P) 
 Cancer/Tumor      (P or F)  Hepatitis                     (P or F)   Tuberculosis, TB     (P or F) 
 Crohn’s disease   (P or F)  High Cholesterol        (P or F)   Ulcers                      (P or F)  
 Diabetes               (P or F)  Lung Disease         (P or F)   Venereal Disease    (P or F) 
 Drug Abuse          (P or F)  Mental Illness             (P or F)   HIV or Other Immune Disease (P or F) 
 Depression         (P or F)  Osteoarthritis  (P or F)   Fibromyalgia            (P or F) 
 Epilepsy/Seizures (P or F)  Osteoporosis              (P or F)   Other _________________ (P or F) 

  Glaucoma         (P or F)  Phlebitis              (P or F)        
 Heart Disease       (P or F)  Rheumatic Arthritis     (P or F)   
  



 
                                                                                   

                                                                               PATIENT NAME____________________________ 

 

Do you currently smoke tobacco of any kind?   Yes   Former smoker  Never been a smoker     

If yes, how often do you smoke:  Current every day smoker  Current sometimes smoker    

Cigarettes a day:_______    Packs a day:_______  Alcohol:  Yes/No  If yes, drinks per week:  ________ 

Exercise frequency ______________________  Recreational drug use?  Yes / No 

Current medications, including dosage if known:              If there are no current medications, check here:  

1)   4)   

2)   5)   

3)   6)    

Have you ever had allergy testing done?    Yes    No    If yes, when?____________________________________ 

List any known allergies you have had to any medications, foods or environment: 

If no allergies are known, check here:  

1)   3)   

2)   4)   

5)   6)   

Has any doctor diagnosed you with Hypertension (high blood pressure) presently?  Yes    No   

If yes, describe:____________________________________________________________________________________ 

Has any doctor diagnosed you with Diabetes presently?         Yes  No If yes, what kind?   Type I    Type II    

 If yes to Diabetes, was your blood lab-work test for hemoglobin A1c > 9.0%?  Yes  No  Not Sure 

 If yes, other comments regarding Diabetes:   

Primary Care Physician _________________________Address_____________________________ Phone_______________ 

When was your last Physical examination? _________________________________ 

When did you last have blood work?    Within a Year    Over a Year    Not Sure 

Have ever been referred to a specialist?  Yes  No  If yes, describe;_____________________________________________ 

Have you ever had chiropractic care?    Yes    No   

If Yes, how long has it been since you’ve seen a chiropractor? ________________________ 

Has any of your family received chiropractic care?   Yes    No   

Please list any and all surgeries you have had and an approximate date of procedure: _____________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

 

 

PATIENT SIGNATURE: _____________________________________ DATE: ______________  Dr. Initial ________ 
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PATIENT NAME: ___________________________ 
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1. Chief Complaint : _______________________                 When did it start?  ______________ __   Gradual / Sudden    

  Circle the current pain level of your complaint: Circle the percentage of day you experience the complaint: 
       1     2     3     4     5     6     7     8     9     10          10     20     30     40     50     60     70     80     90     100  

   Mild                                                  Severe   How would you rate the pain at its worst? (1 – 10) ________   

  
2. Chief Complaint : _______________________                 When did it start?  ______________ __   Gradual / Sudden    

  Circle the current pain level of your complaint: Circle the percentage of day you experience the complaint: 
       1     2     3     4     5     6     7     8     9     10          10     20     30     40     50     60     70     80     90     100  

   Mild                                                  Severe   How would you rate the pain at its worst? (1 – 10) ________   
  

3. Chief Complaint : _______________________                 When did it start?  ______________ __   Gradual / Sudden    

  Circle the current pain level of your complaint: Circle the percentage of day you experience the complaint: 
       1     2     3     4     5     6     7     8     9     10          10     20     30     40     50     60     70     80     90     100  

   Mild                                                  Severe   How would you rate the pain at its worst? (1 – 10) ________    

 
What job activities are you unable to do? ________________ 

When do you feel it most?  AM   PM  When present, how long does the complaint  last?    Mins    Hrs  

What makes it feel better?    What makes it feel worse?       

 

 
Using the letters below, please show where you are experiencing all of your current complaints: 

 

Do you currently have pain and/or 

difficultly performing any of the 

following activities? (Circle Y or N) 

 

Walking                       Y        N 

Computer work       Y N 

Standing                       Y        N 

Running                       Y        N 

Sleeping                      Y        N 

Driving                         Y        N 

Personal Grooming     Y        N 

Sitting                          Y        N 

Kneeling                      Y        N 

Exercising                   Y        N 

Bending                       Y       N 

Lifting Objects             Y       N 

Lifting Children            Y       N 

Housework                  Y       N 

 

1. Have you ever had tests for your present condition?       MRI      Xray      CT       Other _______________________  

2. Do you have a pacemaker?      Yes      No  Do you have any artificial joints or metal in other regions?___________________ 
3.     Have you ever lost work due to your condition(s)?   Yes   No   If Yes, dates?  ________________________________ 

4.     Are you pregnant?   Yes   No Number of pregnancies?     Number of miscarriages?     
5. What was the first day of your last menstrual cycle?    _ 

 

A:  Ache 

B:  Burning 

C:  Cramping 

D:  Dull Pain 

F:  Stiffness 

N:  Numbness 

R:  Throbbing 

S:  Soreness 

T:  Tingling 

X: Sharp Pain 

SP: Shooting Pain 

RP: Radiating Pain 

 

If you have not been in the office in over 30 days a re-examination may be necessary and an additional charge may occur. 
 
In the event we can help, please indicate to us what your level of commitment would be to correcting your problem(s)? 

Low Medium                                       High  
                                      0          1          2          3          4          5          6          7          8          9          10 

What is YOUR goal for treatment? ___________________________________________________________________________ 

By signing below, I acknowledge that the above information is true and accurate to the best of my knowledge: 
 
Patient Name (please print):     

 Patient Signature: ______________________________________________ Date: __________________           Dr. Initials _______ 
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 STAFF USE ONLY    Height: ____________inch Weight: _____________ pounds  BP__________ /_________  P ______ 



 

     
Auto Accident Information 

 
 

Name ___________________________________________Date _______________Date of accident: ____________________ 

 

Your vehicle(Make/Model): _________________________________Vehicle that hit you______________________________ 

 

Speed of your vehicle: _____________________  Speed of other vehicle: ____________________________ 

 

Position of your vehicle:  stopped  making a right turn  making a left turn  parking  

 proceeding along  accelerating  slowing down  other ______________________  

 

Point of impact:  rear-end  head-on  left front  right front  left rear  right rear  

 

Visibility:  poor  fair  good  

 

Condition of road:  icy  wet  sandy  dark  clean & dry  

 

Seat belt on?  Yes  No  

 

Did airbags deploy?  Yes  No  

 

What was the position of your head at time of accident:  straight  left  right 

  

What was the position of your headrest relative to your head at time of accident:  level  below  above  

 

Since the accident have you had any of the following symptoms: 

 

 Not thinking clearly   Feeling slowed down   Not being able to concentrate   Not being able to remember new information   

 Nausea and vomiting   Headache   Fuzzy or blurry vision  Dizziness Sensitivity to light or noise  Balance problems   

 Feeling tired or having no energy   Easily upset or angered   Sad   Nervous or anxious   More emotional   

 Sleeping more than usual   Sleeping less than usual  Having a hard time falling asleep 

 

Did your body hit the inside of vehicle?  No  Yes – where? ________________________  

 

Did you lose consciousness during the injury?  No  Yes – where? __________________  

 

Did the police come?  No  Yes – Ticket given?  No  Yes Written report?  No  Yes 

 

Ambulance come?  No  Yes – Did you go to the ER with them?  No Yes 

 

What was done at the ER? Exam / X-rays / MRI / Other - ___________________________  

 

Have you see any other doctors since the accident?  No  Yes –who? ____________________ 

 

What have you been doing to treat condition since the accident –__________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

 

Patient Signature________________________________________________  Date:___________ 
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PATIENT NAME: ____________________________________________________  Date:_____________________ 

 

Cornerstone Wellness Center Claim Information 

 

       PLEASE PROVIDE US WITH THE APPROPRIATE INSURANCE INFORMATION: 

1) YOUR AUTOMOBILE INSURANCE CARRIER:_______________________________________________________ 

Address:____________________________________Telephone:(_____)____________ Insured:______________ 

Claim #:______________________________________ Policy #:________________________________________ 

Claim Representative:_______________________________ 

Telephone:  (_____)______________________ Fax:  (_____)_____________________________ 

Med-Pay Benefits:_______________________ Uninsured (UM) Benefits:_________________________ 

Underinsured (UIM) Benefits:________________________________ 

Have you signed a selection waiver of benefits?   Yes     No    Unsure 

Are you a full time student?   Yes    No  Do you live with a relative?   Yes  No 

2) YOUR HEALTH INSURANCE COMPANY:_______________________________________________________ 

Address:____________________________________Telephone:(_____)____________ Insured:______________ 

Date of birth:_______________________ Policy #: _______________________ SS#:________________________ 

3) ADVERSE OR THIRD PARTY AUTOMOBILE INSURANCE CARRIER:____________________________________ 

Address:____________________________________Telephone:(_____)____________ Insured:______________ 

Claim #:______________________________________ Policy #:________________________________________ 

Claim Representative:_______________________________ 

 

4) ATTORNEY:_________________________________________ Legal Assistant:____________________________ 

 

Address:______________________________________________________________________________________ 

 

Telephone:(_____)____________________________ Fax:  (_____)_____________________________ 
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Neck Index

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Neck
Index
Score

Pain Intensity

I have no pain at the moment.

The pain is very mild at the moment.

The pain comes and goes and is moderate.

The pain is fairly severe at the moment.

The pain is very severe at the moment.

The pain is the worst imaginable at the moment.

Sleeping

I have no trouble sleeping.

My sleep is slightly disturbed (less than 1 hour sleepless).

My sleep is mildly disturbed (1-2 hours sleepless).

My sleep is completely disturbed (5-7 hours sleepless).

My sleep is moderately disturbed (2-3 hours sleepless).

My sleep is greatly disturbed (3-5 hours sleepless).

Reading

I can read as much as I want with no neck pain.

I can read as much as I want with slight neck pain.

I can read as much as I want with moderate neck pain.

I cannot read at all because of neck pain.

I cannot read as much as I want because of moderate neck pain.

I can hardly read at all because of severe neck pain.

Concentration

I can concentrate fully when I want with no difficulty.

I can concentrate fully when I want with slight difficulty.

I have a fair degree of difficulty concentrating when I want.

I cannot concentrate at all.

I have a lot of difficulty concentrating when I want.

I have a great deal of difficulty concentrating when I want.

Work

I can do as much work as I want.

I can only do my usual work but no more.

I can only do most of my usual work but no more.

I cannot do any work at all.

I cannot do my usual work.

I can hardly do any work at all.

Personal Care

I can look after myself normally without causing extra pain.

I can look after myself normally but it causes extra pain.

It is painful to look after myself and I am slow and careful.

I need some help but I manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed, I wash with difficulty and stay in bed.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

I cannot lift or carry anything at all.

Driving

I can drive my car without any neck pain.

I can drive my car as long as I want with slight neck pain.

I can drive my car as long as I want with moderate neck pain.

I cannot drive my car at all because of neck pain.

I cannot drive my car as long as I want because of moderate neck pain.

I can hardly drive at all because of severe neck pain.

Recreation

I am able to engage in all my recreation activities without neck pain.

I am able to engage in all my usual recreation activities with some neck pain.

I cannot do any recreation activities at all.

I am only able to engage in a few of my usual recreation activities because of neck pain.

I can hardly do any recreation activities because of neck pain.

I am able to engage in most but not all my usual recreation activities because of neck pain.

Headaches

I have no headaches at all.

I have slight headaches which come infrequently.

I have moderate headaches which come infrequently.

I have headaches almost all the time.

I have moderate headaches which come frequently.

I have severe headaches which come frequently.

ChiroCare of Wisconsin, Inc.

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100



Back Index

Patient Name Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Back
Index
Score

Pain Intensity

The pain comes and goes and is very mild.

The pain is mild and does not vary much.

The pain comes and goes and is moderate.

The pain is moderate and does not vary much.

The pain comes and goes and is very severe.

The pain is very severe and does not vary much.

Sleeping

I get no pain in bed.

I get pain in bed but it does not prevent me from sleeping well.

Because of pain my normal sleep is reduced by less than 25%.

Pain prevents me from sleeping at all.

Because of pain my normal sleep is reduced by less than 50%.

Because of pain my normal sleep is reduced by less than 75%.

Sitting

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.

Pain prevents me from sitting more than 1 hour.

I avoid sitting because it increases pain immediately.

Pain prevents me from sitting more than 1/2 hour.

Pain prevents me from sitting more than 10 minutes.

Standing

I can stand as long as I want without pain.

I have some pain while standing but it does not increase with time.

I cannot stand for longer than 1 hour without increasing pain.

I avoid standing because it increases pain immediately.

I cannot stand for longer than 1/2 hour without increasing pain.

I cannot stand for longer than 10 minutes without increasing pain.

Walking

I have no pain while walking.

I have some pain while walking but it doesn’t increase with distance.

I cannot walk more than 1 mile without increasing pain.

I cannot walk at all without increasing pain.

I cannot walk more than 1/2 mile without increasing pain.

I cannot walk more than 1/4 mile without increasing pain.

Personal Care

I do not have to change my way of washing or dressing in order to avoid pain.

I do not normally change my way of washing or dressing even though it causes some pain.

Washing and dressing increases the pain but I manage not to change my way of doing it.

Washing and dressing increases the pain and I find it necessary to change my way of doing it.

Because of the pain I am unable to do some washing and dressing without help.

Because of the pain I am unable to do any washing and dressing without help.

Lifting

I can lift heavy weights without extra pain.

I can lift heavy weights but it causes extra pain.

Pain prevents me from lifting heavy weights off the floor.

I can only lift very light weights.

Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.

Traveling

I get no pain while traveling.

I get some pain while traveling but none of my usual forms of travel make it worse.

I get extra pain while traveling but it does not cause me to seek alternate forms of travel.

Pain restricts all forms of travel.

I get extra pain while traveling which causes me to seek alternate forms of travel.

Pain restricts all forms of travel except that done while lying down.

Social Life

My social life is normal and gives me no extra pain.

My social life is normal but increases the degree of pain.

I have hardly any social life because of the pain.

Pain has restricted my social life and I do not go out very often.

Pain has restricted my social life to my home.

Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.

My pain is rapidly worsening.

My pain is neither getting better or worse.

My pain is gradually worsening.

ChiroCare of Wisconsin, Inc.

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100




