Kirkwood Chiropractic

Pamela Kirkwood, D.C.

Principled Chiropractor

Date _________







File# ____

Name _________________________________
Home phone#________________

                   (Please print)

Cell phone#______________________

Work phone# ________________

Address________________________________
Email_______________________

City ___________________________________
State _____ Zip ______________

Date of birth _____________ Age _____  Occupation ________________________

Spouse’s name ______________________ # of children / ages ______/_________

Hobbies & interests (What you do for fun)  ________________________________

___________________________________________________________________

Whom should we thank for referring you to our office? _______________________

Have you been to a chiropractor before? Y N : When ______________ Why? _____

___________________________________________________________________

Have you seen an MD for any reason in past year? ____ If yes, please explain:

___________________________________________________________________

Have you had surgeries, accidents or injuries? Y N : If yes, please list what & when:

___________________________________________________________________

___________________________________________________________________

How would you rate your (circle):

                        
Diet


Poor  
Good  
 Excellent



      
Rest


Poor
Good
 Excellent



      
Exercise

Poor  
Good  
 Excellent

What do you do regularly (or plan to do) to improve your life & health?

___________________________________________________________________

On a scale of 1 – 10, (w/ 10 being the highest), what number best describes your occupational / personal life stress level? _________

Your commitment level to your health & staying healthy? _______

REASON FOR CONSULTING THIS OFFICE: (Please check one of the following three)

__ I have no special problem. I understand the role of chiropractic in my general well-being.

__ I have the symptom of a physical problem, & I want to see if chiropractic will enable my body to work better. I am also interested in learning about the role of chiropractic in improving my expression of life & that of my family’s. 

__ I have a symptom & I am only interested in getting relief from it.

Welcome to Kirkwood Chiropractic

TERMS OF ACCEPTANCE: When a person seeks the services of a chiropractor, it is essential that they fully understand the objectives of that particular chiropractor.

I have 
only one goal at Kirkwood Chiropractic; and that is to restore and maintain the integrity of the spinal cord and its nerve roots. These vital nerve pathways are located in and protected by the bones of the spine. Misalignments of these vertebrae (bones of the spine) interfere with the function of these nerve pathways, and are referred to as vertebral subluxations. 

Subluxations are caused by many of the things that you do every day & keep your whole body from functioning properly. It is our absolute conviction that the body is always better off without this interference. 

Consequently, the objective of Kirkwood Chiropractic is to provide a chiropractic adjustment to correct subluxations, thereby restoring normal nerve function. It is not the objective or intention of Kirkwood Chiropractic to fix, treat or attempt to cure any physical, mental or emotional ailments or give any advice about any ailments. With a proper nerve supply, your whole body is better able to reach its full potential and to express more life. 

The information we receive from you is important. We ask only that which is necessary for your care here at Kirkwood Chiropractic. If you have any questions or if there is any information you feel we should know, please mention it to Dr. Pam.

I __________________________________, have read the above, understand it fully, and choose to receive chiropractic for myself on that basis. 

Date _____________


Consent to care for minor child







I hereby authorize Dr. Pam Kirkwood to

OFFICE USE ONLY



administer chiropractic care as she deems







necessary to my child/minor/ward.

Per OV   Per Mo   EFT   Annual







_________________________________

