
DR. NATALIE LEONARD 

Chiropractic Patient Health Profile                   Today’s Date: ___________________ 
 

Name: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

Phone #: ______________________________    Alt. Phone #: ___________________________ 

Date of Birth: __________________________    Email: _________________________________ 

 
 

What is your primary reason and/or health concern for visiting my office?     

             

            ______ 

Are there secondary or other reasons/concerns for your visit?      

             

              

Are there any other health conditions that you are experiencing?      

             

              

 

PRIMARY CONCERN 

If your answer to a question is “Yes” please explain your answer. 

When did this begin?             

Have you experienced anything like this before?         

Has someone in your family experienced anything like this before?      

              

Since it started,  

is it better, worse, or the same?           

have you held or contacted part of your body differently or more often?    ______ 

have you expressed your reason/concern with sound?       ______ 

What makes it better?             

What makes it worse?             

Does it radiate?           ______ 

Does it refer to another part of the body?          

 

Have you sought advice or treatment for it?          

Did it seem to help at the time?            

Since receiving treatment, has it changed?          

 

 

 

 

 



Please refer to this scale when circling how your concern affects the following aspects of your life:      

0-does not affect it     1-slightly affects it     2-moderately affects it     3-drastically affects it 

Work 0  1  2  3   Social life 0  1  2  3   Eating 0  1  2  3 

Exercise 0  1  2  3   Sitting 0  1  2  3   Rest/Sleep 0  1  2  3 

Recreation/Play 0  1  2  3   Walking 0  1  2  3   Love life 0  1  2  3 

 

Please refer to this scale when circling your awareness of your reason/concern throughout a day: 

0-not aware     1-it comes and goes     2-always aware     3-drastically aware 

In the Morning 0  1  2  3   In the Evening 0  1  2  3 

During the Day 0  1  2  3   When Sleeping 0  1  2  3 

 

Is there any activity/routine during which you totally, or almost totally, forget about this 

reason/concern?  _____________________________________________________________________ _ 

_____________________________________________________________________________________ 

What have you modified (activities, movements, habits, lifestyle) since this began and how?   

             

         __________________________ 

Why do you think this has happened or continues to happen to you?      

             

 ______________________________________________________________________________

Do you believe this is the sole cause? (If not, please explain)       

            ______ 

If this situation were to go away tomorrow, what would be different in your life?    

            ______ 

How do you currently feel about your reason/concern? 

□   I feel helpless; little or nothing works 

□ I don’t like what I am feeling and I hope you can fix it 

□ I feel this pattern has happened before and it is back 

□ I feel stuck 

□ I feel there is a message my body is giving me 

□ I deserve more than I have been experiencing and I would like you to assist me in my healing 

□ I am looking to enhance my quality of life, health, and wellness 

 

LIFESTYLE 

Is it easy to fall asleep (how long does it take)?        ______ 

Do you sleep deeply?           ______ 

What position(s) do you sleep in?         ______ 

How long do you sleep for?          ______ 

What do you do for exercise?            

Do you do other activities or hobbies that interest you?        

              

Do you have a meditation, prayer, nutrition, or dietary program?      

              

 



When you are stressed, how do you ‘centre yourself’ ‘or regroup’?      

              

Please specify the average number per day or per week of the following products (use /d or /wk): 

Alcohol                  Drugs                 Tobacco                Artificial sweeteners                    Soda  ______         

Fruit juice                    Coffee                  Energy drinks                   Refined sugar (candies/pastries)  _______     

 

HEALTH HISTORY 

Have you broken any bones?            

Have you significantly strained/sprained a part of your body?        

______ ______________________________________________________________________________ 

Have you ever injured your spine (neck, head, back, pelvis, hips)?      

              

Have you ever had a concussion or been knocked unconscious?       

              

Have you had any other significant accidents or injuries, vehicular or otherwise?     

              

Have you had any imagery? (Please list the part of the body and when they were taken)  

X-rays             ______ 

CT’s             ______ 

MRI’s             ______ 

Any significant findings?            ______ 

Do you have the reports/films/images?          ______ 

Have you had any surgeries? (Please list the part of the body and when it was performed)   

             

 ______________________________________________________________________________

Have you been hospitalised?            

Have you been to a chiropractor before?          

Have you had Network Chiropractic Care before?         

 

CURRENT HEALTH 

Please list any nutritional supplements (prescription or non-prescription) you have taken in last 60 days, 

how long you have taken them for, and the reason for taking them:      

             

 ______________________________________________________________________________

Please list any medications (prescription or non-prescription) you have taken in last 60 days, how long 

you have taken them for, and the reason for taking them:      ______

 ______________________________________________________________________________

_____________________________________________________________________________________

Have you taken other medications for more than 3 months?       

            ______ 

 

 

 



Other than previously mentioned, please circle any other treatments you have received in the last 3 

months: 

Massage Therapy   /   Physiotherapy   /   Acupuncture   /   Naturopath   /   Reflexology   /   Reiki    

Other:                

 

WELLNESS 

Please use the following scale to grade the stress categories below for their overall effect on your life: 

0 - no awareness of stress         1 - slightly stressful        2 - moderately stressful        3 - extremely stressful 

Physical Stress and Trauma 

(falls, accidents, injuries, 

repeated postural stress 

impacts, physical abuse) 

Emotional/Mental Stress 

(sudden change in life situation; 

mental, emotional, sexual abuse; 

legal/financial concerns; 

relocation; relationship; illness)  

Chemical Stress 

(drugs, smoke, fumes, food 

additives, food choices) 

   

0   1   2   3 0   1   2   3 0   1   2   3 

 

In a published study of over 2,800 patients in Network care, conducted within the Medical College at the 

University of California-Irvine, patients reported an overall improvement in all of the categories of 

health and wellness listed below.  Please use this scale to rate the importance of each of the categories 

to you as a result of care at the office:  

a – very important              b – important              c – not so important               d – does not apply 

Improvement of my physical symptoms                   a   b   c   d 

Improvement of my emotional/mental symptoms                a   b   c   d 

Improvement of my ability to react or respond to stress                a   b   c   d 

Improvement in enjoyment of life and the ability to make constructive choices             a   b   c   d 

Overall improved quality of life                       a   b   c   d 

 

Is there some aspect of your life that very much pleases you, brings you joy, or helps you to feel better 

about yourself?            

            ______ 

Are there any particular factors or elements about your life experiences, family, work, recreation, past 

injuries, genetics, dietary programs, exercises, outlook, etc. that you feel impair your opportunity for full 

glowing health?            

              

Are there any particular factors or elements about your life experiences, family, work, recreation, past 

injuries, genetics, dietary programs, exercises, outlook, etc. that you feel give you an edge or add to your 

health?             

              

Is there anything else you would like to mention that has not been addressed in these forms?   

             

              

 

 



INFORMED CONSENT TO CHIROPRACTIC TREATMENT 

 

Doctors of chiropractic, medical doctors and physiotherapists who use manual therapy techniques such 

as spinal adjustments are required to advise patients that there are or may be some risks associated 

with such treatment.  In particular you should note: 

a) While rare, some patients have experienced rib fractures or muscle and ligament sprains or 

strains following spinal adjustments; 

b) There have been reported cases of injury to a vertebral artery following cervical spinal 

adjustments.  Vertebral artery injuries have been known to cause stroke, sometimes with 

serious neurological impairment, and may on rare occasion result in serious injury.  The 

possibility of such injuries from cervical spinal adjustment is extremely remote; 

c) There have been rare reported cases of disc injuries following cervical and lumber spinal 

adjustment although no scientific study has ever demonstrated such injuries are caused, or 

may be caused, by spinal adjustments or chiropractic treatment. 

Chiropractic treatment, including spinal adjustments, has been the subject of government reports and 

multi-disciplinary studies conducted over many years and has demonstrated to be highly effective 

treatment for spinal pain, headaches and other similar symptoms.  Chiropractic care contributes to your 

overall well-being.  The risk of injuries of complications from chiropractic treatment is substantially 

lower than that associated with many medical or other treatments, medications, and procedure given 

for the same symptoms. 

I acknowledge I have discussed, or have the opportunity to discuss, with my chiropractor the nature and 

purpose of chiropractic treatment in general and my treatment in particular (including spinal 

adjustment) as well as the contents of this Consent. 

I consent to chiropractic treatments offered or recommended to me by my chiropractor, including spinal 

adjustment.  I intend this consent to apply to all my present and future chiropractic care. 

 

Dated this ______  day of  ________________,  20____. 

 

 

__________________________________   __________________________________ 

Patient Signature                                    Verification of Signature 

Name:                                                      Name: 

(Please print)                                             (Please print) 

 

   


