Wellcare Chiropractic Center
Natalia Epstein, Lic. Ac, Dipl. Ac.

Please help us provide you with a complete evaluation by taking the time to fill out this registration and questionnaire
carefully. All of your answers are completely confidential. If there is anything you wish to bring to our attention that is not
provided on this form, please note it in the “Comments” section. Thank you.
Date:

Email:

Full Name:

Age:

Birthdate:

Home Phone:

Cell/Work:

Which is Best to Reach You?
Work/Cell: ____

Street:

Home: ____

City:

State:

Zip:

Marital Status:

Primary Physician:

Emergency Contact/Phone:

Referred By:

Insurance Company:

Policy #:

Have you ever been treated by acupuncture or oriental medicine before?

Y

N

Main problem(S) you would like us to help you with:

How long ago did this problem begin? Please explain:

To what extent does this problem interfere with your daily activities, such as work, sleep etc?

Have you been given a diagnosis for this problem? If so, what?

What kinds of treatments have you received/tried?

PAST MEDICAL HISTORY (Please circle all applicable past/present significant illnesses below and include date):
Cancer

Diabetes

Seizures

Hepatitis

High Blood Pressure

Venereal Disease

Heart Disease

Rheumatic Fever

Other:

Surgeries:

Significant Trauma:

Allergies (drugs, chemicals, seasonal, foods):

FAMILY MEDICAL HISTORY:
Cancer

Diabetes

Hepatitis

Seizures

Allergies

Other:

High Blood Pressure

Heart Disease
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Stroke

Asthma

Thyroid disease

Medicines taken within the last two months (vitamins, drugs, herbs, etc.):

Occupational Stress (chemical, physical, psychological, etc.)

Do you have a regular exercise regimen? If yes, please describe.

Have you ever been on a restricted diet? If yes, what kind?

Please describe your average daily diet:
Morning:

Afternoon:

Evening:

How many caffeinated drinks do you have per week (tea, coffee, soda etc)?

Do you smoke? If yes, how much?

How much water do you drink per day?

How much alcohol do you drink?

Please describe any use of drugs for non-medical purposes:

Indicate any painful or distressed area:

Please check if you have had any of the following in the last three (3) months:
___ Fevers

___ Poor sleeping

___ Fatigue

___ Sweat easily

___ Chills

___ Night sweats

___ Bleed or bruise easily

___ Weight loss

___ Cravings

___ Peculiar tastes or smell

___ Strong thirst (hot or cold drinks)

___ Change in appetite

___ Sudden energy drop (what time of day?):

___ Weight gain
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