Are You Living Well?

How many glasses of water do you drink each day?


0-1 ____  2-4 ____  5-7 ____  8 or more ____

How many servings of caffeine do you have per day:

0-1 ____  2-4 ____  5-7 ____  8 or more  ____                     (Include coffee, sodas, iced tea, etc)
How many cigarettes do you smoke per day?


0    ____  2-4 ____  5-7 ____  8 or more ____

How many minutes of exercise do you get each week?

0-30 ____  30-60 ____  60-120 ____ >120 ____

Do you do anything routinely for stress reduction (meditation, yoga, reading, hobbies)         Yes ____   No ____  

How many servings of fruits and/or vegetables do you eat per day?
0-2 ____  3-5 ____  6 or more ____

  
(An apple or banana makes two servings)

What supplements do you take?


Multivitamin ____  Omega 3 (fish oil) ____ Calcium _____ Other ______________

Do you use Corn or Vegetable oil
?



Yes ____   No ____

How many hours of continuous sleep do you get each night?

1-2 ____  3-5  ____  6 or more ____

How many servings of alcohol do you drink each week?

0-2 ____  3-5  ____  6 or more ____

How many servings of sugar or high fructose corn syrup do you have each day?
0-1 ____  2-5 ____  6 or more ____

How many servings of fried foods do you have each week?

0-2 ____  3-5  ____  6 or more ____


How many prescription drugs do you take daily?


0-2 ____  3-5 ____  6 or more ____

How many over the counter drugs do you take daily (aspirin, Tylenol, Advil, etc.)   
0-2 ____  3-5 ____  6 or more ____

Please list your primary health concerns or symptoms in order of priority (you may not need all 3)

1.  __________________________________________________________



2.  __________________________________________________________



3. __________________________________________________________







Are you as healthy as you were five years ago?


Yes ____   No ____

Will you be as healthy as you are now, in five more years?

Yes ____   No ____

List 1 health goal – something you would like to do if your health were different 1 year from now:

1. __________________________________________________________

Our goal in this office is to empower our clients to their highest potential level of health and wellness.  This begins with relief of pain and symptoms, is followed with support and rehabilitation of weakened areas in the body and continues with lifestyle coaching and individualized care for a lifetime of enhanced health, vitality and wellness.

Please check which statement best describes your want and expectation from chiropractic care in this office:

  ⁭  Relief of pain/symptoms (phase I)

  ⁭  Relief of pain/symptoms as well as long-term correction of the cause of these symptoms (Phase I & II)

  ⁭  Relief and correction of pain/symptoms and strategies for improved health and wellness in the future

In terms of overall health and wellness, on a scale of 1-100, please mark with an ‘X’ where you believe yourself to currently be:

 -------------------------------------------------------------------------------------------------------------
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