NUTRITION INTAKE FORM

Welcome to Windsor Wellness!

Before your initial visit, please complete this new patient form to ensure we can provide you with the best care.

How did you hear about us?

Word of Mouth Windsor Wellness Website Health Practitioner
............ Wa|k_by|ntemet$earch|nsuranceCompany
............ PostcardorBrochureSoc|a||\/|ed|aC|ass/Workshop/Retreat
............ MagazmeAdother

General Patient Information

Patient Name:

Address: Clty, State Zip:
Date ........................................................................... Age Gender .......................... Ema" ..........................................................................
Home Phone ......................................................... Workphone ........................................................ Ce”Phone ...............................................................
Occupation:
Em erg ency Con tact ......................................................................................... Re|at,0 nsh,p .......................................................................................................
Home Phone .......................................................... Workphon e ....................................................................................................................................................
Married Separated Widowed
............ parmersh|p[)|vorceds|ng|e
Spouse Parents Friends

CHIROPRACTIC INTAKE FORM 0



THERAPIES

Please List All Other Therapies You Are Using

1 4. 7

2 5. 8

3 6. 9
MEDICATIONS

Please List All Medications

(Including laxatives, appetite suppressants, tranquilizers, pain relievers, antacids, sleeping aids, birth control, cortisone, etc.)

Medication Start Date (month/year) End Date (month/year)

HEALTH CONCERNS

What are your most important health concerns? List in order of importance

Health Concern: Date of Onset:
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NUTRITION HISTORY

If yes, please check all that apply:

............ e
............ e R
............ e
............ e

If yes, amount consumed in a 24 hour period:

Height and Weight History

Height (feet / inches):

Highest Adult Weight:

Weight Fluctuations (> 10 Ibs.) Y N
LowestAdu|tWe,ght ..........................................................................................................................................................................................................................
Howoﬁendoyou We|ghyourse|f’) ................. D Dl .
............ Da,|yweek|y|v|onth|y“
............ Rare|yNever

Do you exercise? Y N

Dietary Habits

Do you avoid any particular foods? Y N
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If no, who does the cooking?

How many meals do you eat out per week? 0-1 1-3 3-5 > 5 meals per week

Check all the factors that apply to your current lifestyle and eating habits:

Fast eater Erratic eating pattern
............ EattoomuchLatemghtea’[mg(|aterthan730pM)
............ DIS“kehealthnyOdTlmeconstramts
............ Eatmorethan5o%mea|sawayfromhomeTrave|frequent|y
............ Non_ava”abmtythealthnyOdsDonOthanmealsormenus
............ Renanceonconven.ence.temsPoorsnackcho.ggg
............ s|gn|f|cantotherorfam||ymembersdont|.kehea|thyfoodsEatbecausemaveto

Significant other or family members have special dietary
needs or food preferences

Love to eat Struggle with eating issues
............ Haveanegatwere|at|on3h|ptofoodEattoohmeunderstress
............ EattoomuchunderstressEat|nthem|dd|eofthemght
............ DontcaretOCOOKConfusedaboumumtlonadwce

(9]
3
o
2
=)
Q

Currently Smoke? Y N

If yes, what type: Pipes
How many years? ;
Previous Smoker? Y N

ALLERGIES/SENSITIVITIES

Please List All Allergies/Sensitivities to drugs and other substances
(Including food, environmental, chemicals, dust, mold, etc.)
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DENTAL HISTORY

GYNECOLOGIC HISTORY

(for women only)

Obstetric History (Check box if yes and provide number of)

Pregnancies
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MEDICAL HISTORY AND SYMPTOM REVIEW

Check appropriate box and provide date of outset

0 0

S v S v

e i 8 il 8

28 & S 28 & S

S 8 ol S 8 o
Depression Difficulty Breathing
Anx,ety ................................................................................................................... ShomessofBreath .......................................................................................
B|po|arD|Sorder .................................................................................................. Pers|stentcough(DryProductwe) ..........................................................
sch|zophren|a ...................................................................................................... Frequentco|ds ...............................................................................................
HeadaCheS ........................................................................................................... Nasa|8tuﬁ|ness ..............................................................................................
M,grames .............................................................................................................. POStNasaanp ...............................................................................................
ADD/ADHD .......................................................................................................... Smuss-tuﬁmess ..............................................................................................
Aunsm .................................................................................................................... S|nus|nfect|on .................................................................................................
se|zures ................................................................................................................. Sno”ng ..............................................................................................................
Nervousness ........................................................................................................ W heezmg ..........................................................................................................
Tens|on ................................................................................................................... W mterstuﬁmess ............................................................................................
Eas,|y3tressed .................................................................................................... A Sthma ..............................................................................................................
D|ff|cu|ty ................................................................................................................ Chron|cs|nus|t|s .............................................................................................
.......... C oncentratmg Bronch|t|s
.......... W ,thBa|ance Emphysema
.......... W ,thThmkmg Pneumoma
D|ff|cu|ty ................................................................................................................ T ubercu|03,s .....................................................................................................
.......... W |thJudgment s|eepApnea
.......... s peeCh Other
.......... Memory
D|Zz|ness(8p|nn|ng) ...................................................................................... ———
Vemgo .................................................................................................................... OtherHeartD,sease ......................................................................................
Famtmg .................................................................................................................. Stmke .................................................................................................................
|rr,tab|||ty ................................................................................................................ A rrhythm|a(|rregu|arheartrate) .................................................................
nght_headedness .............................................................................................. Hyper—tensmn(h,ghb|oodpressure) .........................................................
Numbness ............................................................................................................ A ngma/CheStPam ........................................................................................
se|zures ................................................................................................................. DeepLegPam .................................................................................................
ng“ng .................................................................................................................. Easy|3|eedmg ..................................................................................................
Tremor/'rremb“ng .............................................................................................. EaSyBru|s|ng ...................................................................................................
Moodswmgs ...................................................................................................... A nem|a ...............................................................................................................
Other ...................................................................................................................... B|oodC|ots ......................................................................................................
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0 0

S S

g i g il 8

‘B K1

g 8 & S s &
Famtmg .................................................................................................................. |nterst,t.a|cyst,t,s ...........................................................................................
Breatmessness .................................................................................................... FrequentUr|naryTraCt|nfect|onS ..............................................................
Palpitations Frequent Yeast Infections
Swolen AnkesfFest Erectle Dysfuncton or Sexual Dysfunction
. Bedwettmg ......................................................................................................
Hes|tancy(troub|egett|ngStarted) ...........................................................
ritable Bowel Syndrome |nfect|on .............................................................................................................
|nf|ammatory|30we|[),sease .......................................................................... Leak,ngmcont,nence ....................................................................................
CrohnSD|Sease .................................................................................................. Pam/Bummg ...................................................................................................
U|Cerat|veco||t|s ................................................................................................ Prostate|nfect|on ...........................................................................................
GaStr|t|sorPept|cU|CerD|Sease .................................................................. Urgency .............................................................................................................
S, Frequencyatnght ........................................................................................
R, |ncreased|:requency ....................................................................................
. K,dneyStones .................................................................................................
Const,panon ......................................................................................................... Other ..................................................................................................................
Burpmg .............................................................................................................. p—
|_|VerD|Sease/Jaund|ce ................................................................................... F,bromya|g,a ....................................................................................................
LowerAbdommama,n ..................................................................................... Chromcpam .....................................................................................................
Ga||b|adderD|Sease .......................................................................................... BaCkMUSC|eSpasm .....................................................................................
. C ram ps ............................................................................... Ca| f Cramps .....................................................................................................
D|arrhea ................................................................................................................. ChestT.ghtness ..............................................................................................
A|tematmgD|arrheaandconst,pat|on .................................................... e
D|ﬁ|cu|tyswa||ow|ng ..................................................................................... R r—
ExcessF|atu|ence/Gas ................................................................................ e
FOOdSRepeat(Reﬂux) .............................................................................. e
Heanbum .............................................................................................................. J omtsnﬁness ..................................................................................................
|nd|gest|on ........................................................................................................ P
UpperAbdom|na|pam ................................................................................. —
Vom|t|ng ................................................................................................................. Musc|e'|'w|tches .............................................................................................
Other AroundEyes ...............................................................................................
ey Stonee BrOkenBones ..................................................................................................
GOUT ........................................................................................................................ A rthrms ..............................................................................................................
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o o
2 2
S v S v
g i H
® ®
o o o o o o
= = 2 = = 2
S S o S S o
Sciatica Migraine
Muscle Weakness Sensitivity to Loud Noises
Neck Muscle Spasm Vision Problems (other than glasses)
Tendonitis Head Injury
Tension Headache Teeth Grinding
TMJ Problems Jaw Problems
Other Jaw Clicks

Inflammatory / Autoimmune Dizziness
Chronic Fatigue Syndrome Lymph Nodes

Autoimmune Disease Enlarged/Neck
Rheumato|dArthr|t|s ......................................................................................... T en der/ NeCk ...................................................................................................
LUPUSSLE ............................................................................................................ OtherEmarged/Tender ................................................................................
Cold Hands & Feet Ejaculation Problems
LQWB|oodPressure .......................................................................................... prostateorUrmary|nfect|on .......................................................................
D|ﬁ|cu|tyFa|||ngAS|eep .................................................................................... Hem,a .................................................................................................................
Ear|ywak|ng ....................................................................................................
Fat,gue ............................................................................................................... reasts Cysts
Chr0n|c|nfect|on ................................................................................................ Breast Lumps ..................................................................................................
S|OWWoundHea||ng ......................................................................................... Breast Tendemess .........................................................................................
OvananCyst ....................................................................................................
Sr— Menses .............................................................................................................
Earpam ....................................................................................................................... C ramps ........................................................................................................
Earngmg/Buzzmg ............................................................................................... Heavypenods ...........................................................................................
G|as Ses/contacts ................................................................................................... |rregu|arper|ods .......................................................................................
HearmgLoss .............................................................................................................. Nopenods ..................................................................................................
Heanngprob|ems .................................................................................................... S Cantypemds ..........................................................................................
HeadaChe ................................................................................................................... S pOttmgBetween .....................................................................................
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Comments

Important office note: Because many of our patients are infants or those that suffer from allergies, we ask that you kindly refrain from
wearing fragrance —including scented lotions —to your appointment. Thank you!
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