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Adult Consultation History 
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TELL US ABOUT YOUR PRESENT AND PAST HEALTH CONDITIO N(S): 
1.  Primary Complaint(s):_____________________________________________________________ 
__________________________________________________________________________________ 
2.  How long have you suffered with your primary complaint?________________________________ 
3.  What have you tried to do to get rid of this problem that DID NOT work?____________________ 
_________________________________________________________________________________ 
4.  Have you become discouraged about handling this problem?  š Yes   š No 
5.  When your problem is at its worst, how does it make you feel?_____________________________ 
6.  Rate your stress:  No stress   0  1  2  3  4  5  6  7  8  9  10   I’m always stressed out! 
7.  Does handling this problem cause stress for you?  š Yes š No 
8.  What activities make this problem worse?______________________________________________ 
9.  How much older does this problem make you feel?_______________________________________ 
10.  Is there anything that gives you temporary relief?_______________________________________ 
11.  What effect does this problem have on your body functions?______________________________ 
__________________________________________________________________________________ 
12.  How did this problem start?________________________________________________________ 
14.  Is your condition due to: š a work accident  š auto accident  š other________________________ 
15.  If accident related give date and description of accident:__________________________________ 
__________________________________________________________________________________ 
16.  What other type of healthcare provider have you seen for this condition?____________________ 
17.  What was done and for how long?___________________________________________________ 
18.  Tell us about your past medical history:  What?  When?  Results? 
 Surgeries:___________________________________________________________________ 
 Hospitalizations:______________________________________________________________ 
 Major illnesses:_______________________________________________________________ 
 Trauma / Injuries:_____________________________________________________________ 
19.  List any medications you take (prescription & non-prescription) and why you take 

them:__________________________________________________________________________ 
_________________________________________________________________________________ 
20.  List any supplements / vitamins you take and why:_____________________________________ 
__________________________________________________________________________________ 
21.  Do you have any other problems / complaints?  š Yes  š No 
22.  Is there any other information you would like us to know?  š Yes  š No 
 If yes, please explain:____________________________________________________________ 
23.  Do you have any children?  š  Yes  š  No 
 Do they have any health problems that you are aware of or that concern you? š Yes  š No 
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24.  When did you last see a chiropractor?_________________ Dr. Name_______________________ 
 For what reason?________________________________________________________________ 
 What spinal maintenance programs were you given to maximize the stability of your spine? 
 _____________________________________________________________________________ 
 Did you follow the Doctor’s recommendations? š Yes  š No  If no, Why not?_______________ 
 Why are you changing chiropractors?_______________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Our mission is to be your partner and coach in regaining your health and improving your quality of 
life.  It is important to know what your goals are so that we may assist you to the best of our abilities.  
Please answer honestly the following questions: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I verify that all of my information is correct and that I have completed all questions with as much 
information as possible. 
Patient Signature:_____________________________________ Date:_______________________ 
Parent / Guardian Signature:____________________________ Date:_______________________ 
Relationship to Patient:________________________________ 

 

TELL US ABOUT YOUR HEALTH GOALS: 
1.  What are your health goals?_______________________________________________________ 
2.  How do you expect to achieve these goals?__________________________________________ 
3.  What are your expectations of this office?___________________________________________ 
4.  How do you want us to handle your problem? 
 ___ Temporary Relief (help the symptom, but do not fix the cause of the problem) 
 ___ Maximum Correction (correct the cause of the problem for maximum stability in the future) 
5.  On a scale of 1-10 (10 being the MOST and 1 being the LEAST): 
 ___ How committed are you to being at your maximum health potential? 
 ___ How committed is it for your family to be at their optimum health potential? 
 ___ How committed are you to preventing arthritis and maximizing your spinal stability? 
6.  Do you foresee any obstacles in following the doctor’s recommendations, should yours be found 

to be a chiropractic case? (travel time, finances, 
etc.)_____________________________________ 

QUALITY OF LIFE: 
1.  How would you rank your quality of life?  Poor  0   1   2   3   4   5   6   7   8   9   10  Great 
2.  What is limiting your quality of life? _________________________________________________ 
3.  Where do you feel that you deserve your quality of life to be? 0   1   2   3   4   5   6   7   8   9   10   
4.  If less than 10, why?______________________________________________________________ 
5.  Are you committed to following a plan to improve your health and quality of life?   š Yes  š No 

If no or unsure, why______________________________________________________________ 
6.  How committed are you to helping us help you?  

Not committed  0    1    2    3    4    5    6    7    8    9    10  It’s my priority 
7.  How are your health obstacles affecting your quality of life?_____________________________ 
 Specifically:   Family____________________ Productivity______________________ 
   Attitude____________________ Work___________________________ 
8.  What, if anything, are your health complaints restricting you from that you would like to do or 
have?____________________________________________________________________________ 
9.  If left untreated, do you see your health complaints and quality of life: 

Improving  Staying the Same  Worsening 
10.  Is there anyone in your family whom you are concerned about that we may be able to 
help?_____________________________________________________________________________	
	





 
 

��������������	���
FAMILY CHIROPRACTIC 

1108 S. Elm St.  Carrollton, TX  75006  (972) 242-6886 
________________________________________________________________________ 

 
 

TERMS OF ACCEPTANCE 
 

When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for 
both to be working towards the same objective. 
 
Chiropractic has one primary goal.  It is important that each patient understand both the objective and 
the method that will be used to attain it.  This will prevent any confusion or disappointment. 
 
Adjustment:  An adjustment is the specific application of forces to facilitate the body's correction of 
vertebral Subluxation.  Our chiropractic method of correction is by specific adjustment of the spine. 
 
Health:  A state of optimal physical, mental, and social well-being; not merely the absence of disease 
or infirmity. 
 
Vertebral Subluxation:  A misalignment of one or more of the 24 vertebra in the spinal column, which 
causes alteration of nerve function and interference to the transmission of mental impulses, resulting in 
a lessening of the body's innate ability to express its maximum health potential. 
 
 
We do not offer to diagnose or treat any disease or condition other than vertebral Subluxation.  
However, if during the course of a chiropractic spinal examination, we encounter non-chiropractic or 
unusual findings, we will advise you.  If you desire advice, diagnoses or treatment for those findings, 
we will recommend that you seek the services of a health care provider who specializes in that area.  
Regardless of what the disease is called, we do not offer to treat it.  Nor do we offer advice regarding 
treatment prescribed by others.  OUR ONLY PRACTICE OBJECTIVE is to eliminate a major 
interference to the expression of the body's innate wisdom.  Our only method is specific adjusting to 
correct vertebral Subluxations. 
 
I, _________________________, have read and fully understand the above statements. 
               (print name) 

All questions regarding the doctor's objectives pertaining to my care in this office have been answered 
to my complete satisfaction. 
I therefore accept chiropractic care on this basis. 
Signature: ____________________________ Date:_______________________- 
Witness:  ____________________________ 
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CONSENT TO X-RAY EXAMINATION 
If and when deemed necessary, I do hereby consent to x-ray examination and attest that if I am female I will notify Dr. Flanery/ 
Dr. Routledge or their assistants if I believe that I could be pregnant so that proper precautions may be taken. 
Signature:  ______________________________________________________    Date:____________________ 
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