IN8LIFE HEALTH TRANSFORMATION

Name: ____________________________________________________    Age: _______   Today’s Date: ______ /______ /______
Preferred name/nickname: __________________________________________	Gender:   Male / Female
Home Address: __________________________________________________ Home Phone: (      ) ________________________
City, State, Zip: __________________________________________________   Cell Phone: (     ) _________________________
E-mail address: __________________________________________________  
Birth date: ______ /______ /______ 	 Marital Status:  S   M   D   W 	Spouse Name: _____________________________________
Did you serve in the military?  [image: ] Yes [image: ] No                                                 
Number of Children: ____________   Ages: ______________________
Occupation: ______________________________________   Employer Name: __________________________________
Retired? [image: ] Yes [image: ] No                                                 
How were you referred to our office? _________________________________________________________________
Would you be interested in FREE chiropractic care for your family?   [image: ] Yes   [image: ] Not sure, tell me more.
PAIN
_____ Neck 			_____ Upper Back Pain			_____ Low Back Pain
_____ Weak/Cold hands		_____ Mid-Back pain			_____ Sciatica	
_____ TMJ			_____ Shoulder pain R / L   		_____ Numbness in Legs/feet: R / L	
_____ Numbness arms/hands	_____ Ribs / Chest Pain			_____ Weakness in legs
_____ Hand Pain R / L		_____ Hip Pain R / L			_____ Foot Pain R / L
_____ Weakness in grip		_____ Pain between shoulder blades	_____ Cramps in legs/calves/feet
_____ Headaches/Migraines	_____ Knee replacement R / L		_____ Hip replacement R / L	
_____Dizziness                              _____ Knee Pain R / L                                _____Herniated/Bulging Disc
_____Balance/Walking Issues      _____High Cholesterol        
_____Thyroid Problems                _____Heart Disease                                    _____Heart Palpitations/A-fib     
_____Anxiety/Depression             _____Heart attacks                                     _____High Blood Pressure          
                                                     
DO YOU HAVE:   ________Pacemaker/ Defibrillator              _________Implanted Cord/Bladder Stimulator       
			         	
		
PURPOSE OF THIS VISIT
Main Complaint: _____________________________________________________________________________________________________
______________________________________________________________________________________________________________________
Who have you seen for this or what have you done to fix this?      Prescribed Medications  [image: ] Physical Therapy 
 [image: ] Over-the-Counter Medications  [image: ] Chiropractic [image: ] Massage Therapy   [image: ] Injections   [image: ] Creams

In order of importance, list the health problems you                                How long have you had these problems:                       
are most interested in getting corrected: 
1._____________________________________________________________	__________________________________________________ 
2.____________________________________________________________           ___________________________________________________
3.____________________________________________________________           ___________________________________________________
4.____________________________________________________________           ___________________________________________________
Is there a certain time of day any of these problems are better or worse? _________________________________________________________________________________________________________________________

Have your symptoms:  [image: ] Improved  [image: ] Worsened   [image: ] Stayed the same

List anything that makes your condition worse: _________________________________________________________________________________________________________________________
List anything that makes your condition better: _________________________________________________________________________________________________________________________

How would you describe your symptoms? Please check ALL that apply:
[image: ]Aching Pain		[image: ]Numbness		[image: ]Hot Sensation		[image: ]Cramping	[image: ]Swelling
[image: ]Stabbing Pain		[image: ]Tingling		[image: ]Throbbing Pain		[image: ]Sharp Pain	[image: ]Burning	
[image: ]Dead Feeling		[image: ]Tiredness		[image: ]Heavy Feeling		[image: ]Cold Hands/Feet	
[image: ]Electric Shocks 	[image: ]Pins & Needles Pain

Is this condition interfering with any of the following?
[image: ] Sleep	[image: ] Work	[image: ] Daily Activities	[image: ] Recreational Activities	[image: ] Walking	[image: ] Standing

How would you rate your pain in the last week?
NO PAIN 1	2	3	4	5	6	7	8	9	10 WORST PAIN POSSIBLE

If you had to accept some level of pain after completion of treatment, what would be an acceptable level?
NO PAIN 1	2	3	4	5	6	7	8	9	10 WORST PAIN POSSIBLE

LIFESTYLE
Do you want to lose weight?  [image: ] Yes  [image: ] No     Current weight: ________    Desired weight: ________
If your weight is an issue, what is it affecting?  [image: ] Job  [image: ] Relationships  [image: ] Energy  [image: ] Self-Esteem  
[image: ] Joints  [image: ] Pain  [image: ] Exercise  [image: ] Sleep  

List all medication(s) you are currently taking (including Over-the-Counter):
1. _________________________________________________ Reason: _____________________________________________________
2. _________________________________________________ Reason: _____________________________________________________
3. _________________________________________________ Reason: _____________________________________________________
4. _________________________________________________ Reason: _____________________________________________________
5. _________________________________________________ Reason: _____________________________________________________
6. _________________________________________________ Reason: _____________________________________________________
7. _________________________________________________ Reason: _____________________________________________________
8. _________________________________________________ Reason: _____________________________________________________

List all nutritional supplement(s) you are currently taking (vitamins, herbs, homeopathics, etc.):
1. _______________________________	__________________     5. __________________________________________________________
2._______________________________	__________________     6. __________________________________________________________
3._______________________________	__________________     7. __________________________________________________________	
4._______________________________	__________________     8. ___________________________________________________________

List all allergies/sensitivities to medication, food, or other related items here:
Item(s) you react to: 					Reaction(s):
__________________________________________		_________________________________________________________
__________________________________________		_________________________________________________________
__________________________________________		_________________________________________________________
__________________________________________		________________________________________________

Past Surgeries: ____________________________________________________________________________________________________
                           ____________________________________________________________________________________________________

[image: ]

[image: ]











Insurance Information:
Insurance Company: _________________________________ 
Primary Insurance Patient’s Insurance ID#: ______________________________________________ Group #: ________________
Subscriber (who provides plan?): ____________________________________________________________________ 
Subscriber’s Date of Birth: _________________   Sex: M or F             
Subscriber’s Social Security #: ______________________ 


Second Insurance? Y or N 
Insurance Company: _________________________________ ID #: ____________________ Group #: ________________ 
Patient’s Insurance ID#: _____________________________________________ Subscriber:____________________________________________________________________________________________ Subscriber’s Date of Birth:_________________   Sex: M or F  
Subscriber’s Social Security #: ______________________






Pregnancy Release
This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child. 
Date of last menstrual cycle_______________________
 
Patient Signature: ____________________________________________________________________________ Date: __________________

Signature (parent if minor) __________________________________________________________________   Date __________________


     
Consent to x-ray/Confidential Signature:
I hereby grant Tressler Chiropractic, In8Life permission to perform an x-ray evaluation if needed.  I understand that x-rays are being performed to locate vertebral subluxation, and not to diagnose or treat any other disease or condition. This is a confidential record of your medical history and pertinent personal information. The doctor reserves the right to discuss this information with medical allied health professionals per the informed consent. Copies of this record can only be released by your written authorization.                                        				

Patient Signature: ____________________________________________________________________________ Date: __________________

Signature (parent if minor) __________________________________________________________________   Date __________________


















[image: ]

Name: ____________________________________________ Date: ________________________
Patient Quality of Life Survey
Please take several minutes to answer these questions so we can help you get better.
(Please circle as many that apply)

1. How have you taken care of your health in the past?
a. Medications
b. Emergency Room
c. Routine Medical
d. Exercise
e. Nutrition/Diet
f. Holistic Care
g. Vitamins
h. Chiropractic
i. Other (please specify): ______________________________________________

2. How did the previous method(s) work out for you?
a. Bad results
b. Some results
c. Great results
d. Nothing changed
e. Did not get worse
f. Did not work very long
g. Still trying
h. Confused

3. How have other been affected by your health condition?
a. No one is affected
b. Haven’t noticed any problem
c. They tell me to do something
d. People avoid me

4. What are you afraid this might be (or beginning) to affect (or will affect)?
a. Job
b. Kids
c. Future ability
d. Marriage
e. Self-esteem
f. Sleep
g. Time
h. Finances
i. Freedom





5. Are there health conditions you are afraid this might turn into?
a. Family health problems
b. Heart Disease
c. Cancer
d. Diabetes
e. Arthritis
f. Fibromyalgia
g. Depression
h. Chronic Fatigue
i. Need surgery

How has your health condition affected your job, relationships, finances, family, or other activities? Please give examples:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What has that cost you? (time, money, happiness, freedom, sleep, promotion, etc.)
Give 3 examples:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are you most concerned with regarding your problem?
__________________________________________________________________________________________________________________________________________________________________________________________________________

Where do you picture yourself being in the next 1-3 years if this problem is no taken care of? Please be specific
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What would be different/better without this problem? Please be specific
__________________________________________________________________________________________________________________________________________________________________________________________________________

What do you desire most to get from working with us?
__________________________________________________________________________________________________________________________________________________________________________________________________________

What would that mean to you?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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TYG Wellness Questionnaire

 Constipation and/or diarhea

| Abdominal pain orbloating

Mucous orblood instool

Joint pain or swelling, arthritis

Chronic or frequent fatigue o tiredness
Food allergies, senstivites or intolerance
Sinusor nasal congestion

Chronic or frequent inflammations
Eczema, skinrashes or hives (urticaria)

YOURTOTAL:
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Asthma, hayfever,oraitborne allergies
Confusion, poor memory or mood swings
Use of NSAIDS (Aspirin, Tylenol, Motrin).
History of antiblotic use

Alcohol consumption makesyou feel sick
Ulcerative coltis or celiac's disease
Nausea

Weight Trouble
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In medicine today, leaky gut aka intestinal permeability, isn't typically diagnosed. However ,   that  doesn't mean it's not  aff ecting your health. Many health issues related to LGS go undiagnosed,  misdiagnosed, or are ign ored by traditional medicine. Please take the quiz to help our doctors  evaluate how we can help your condition and any underlying triggering limiting your health in process     Let ’s get started.     Please circle any that apply to you prior to taking the quiz b elow:     Sub - Clinical symptoms including:       Headaches and migraines     Hormone imbalance including:       PMS     Emotional imbalance     Gastrointestinal issues including:  Abdominal bloating and cramps or  painful gas Irritable Bowel Syndrome  Ulcerative Colitis     Cro hn's Disease and other intestinal disorders     Respiratory Conditions including:       Chronic sinusitis     Asthma     Allergies     Autoimmune Conditions including:       Diabetes Mellitus     Lupus     Rheumatoid Arthritis     Fibromyalgia     Chronic Fatigue     Developmental and so cial concerns including:       Au tism     ADD/ADHD     Skin Conditions: (urticaria)       Eczema     Skin rashes     Hives     Please complete our TYG wellness quiz. While there's more to it than a single quiz, the answers below can give  you a good idea of how happy your gut   really is. Circle the number that most closely fits, then add up your results.  


