Welcome to True Life Wellness!
Important: Please Read!
We are very happy that you are with us today. Below is a brief outline of what you can expect to happen during your visit. We are here to serve you, so if you have any questions or concerns, please do not hesitate to ask Dr. Molstre.

Paperwork

Please complete this simple admitting paperwork as thoroughly as possible so we can have an understanding of your past and current health goals.

Consultation

You will meet Dr. Molstre and discuss your health concerns and health goals. After reviewing the information on your history form and asking some additional questions, Dr. Molstre will determine whether or not you would be a good candidate for care in our office.

Examination

Dr. Molstre will perform a thorough examination including the following components:

· Computerized Thermal Scan

· Computerized Surface Electromyography Scan

· Bilateral Structural Scan of Arches
X-Rays

This office routinely x-rays all new patients.  These act like a “road map” for Dr. Molstre.  Without a road map it is difficult to get the greatest possible results in the shortest possible period of time!  

Report of Findings

Upon gathering the information from the examination and x-rays, we will schedule you a time for the Doctor’s Report with Dr. Molstre.  This is the most important appointment, as Dr. Molstre will take time to review your results and prepare an action plan tailored to YOUR goals and needs.  This appointment will thoroughly explain the exam findings, outline care options and, with your approval, start with care.

CASE HISTORY  

Dear New Patient, 

It is our pleasure to welcome you to our family of happy and healthy wellness patients. Please let us know if there is any way we can make you and your family feel more comfortable. To help us serve you better, please complete the following information. We look forward to working with you to build better health for you and your family!

Name:______________________________________________  Email:__________________________________________________
Birth Date:_______________  Age:__________ Social Security #:_______  _______ _______
Address:_________________________________________ City: ______________________ State:_______ Zip Code:____________
Phone: (Home)  (_____)____________     (Work)  (_____)____________  (Cell) (_____)____________                
Occupation:_______________________________________________
 Employed By:______________________________________
Spouse’s Name: ____________________________   Occupation:____________________________ Work #: (_____)____________
Child’s Name: ______________________   Age:________      Child’s Name:______________________   Age:_________   

Child’s Name: ______________________   Age:________      Child’s Name:______________________   Age:_________ 

Is it ok for us to call you for such things as reminding you of appointment times or special events in the office?  Y FORMCHECKBOX 
  N  FORMCHECKBOX 

Which of our wonderful patients may we thank for referring you? _____________________________________________________
Please rate your average performance in the following areas of your life: (1=poor, 5= average, 10=excellent) 

Check one for each area:
Diet/Nutrition: 

1  FORMCHECKBOX 

2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5 FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 

10  FORMCHECKBOX 


Exercise:


1  FORMCHECKBOX 

2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5  FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 

10  FORMCHECKBOX 


Posture:


1  FORMCHECKBOX 

2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5  FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 

10  FORMCHECKBOX 


Healthy Relationships:
1  FORMCHECKBOX 

2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5  FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 

10  FORMCHECKBOX 


Positive Mental Attitude:
1  FORMCHECKBOX 

2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5  FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 

10  FORMCHECKBOX 


Spiritual Balance:

1  FORMCHECKBOX 
 
2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5  FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 

10  FORMCHECKBOX 


Stress Management:

1  FORMCHECKBOX 

2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5  FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 
 
10  FORMCHECKBOX 


Adequate Rest/Sleep:
1  FORMCHECKBOX 

2  FORMCHECKBOX 

3  FORMCHECKBOX 

4  FORMCHECKBOX 

5  FORMCHECKBOX 

6  FORMCHECKBOX 

7  FORMCHECKBOX 

8  FORMCHECKBOX 

9  FORMCHECKBOX 

10  FORMCHECKBOX 

Who is your family physician or medical doctor? ___________________________________________________________________
What is their practice location? _________________________________________________________________________________
Have you ever been to a doctor that addressed your lifestyle?    Y FORMCHECKBOX 
   N FORMCHECKBOX 
     Dr.’s Name: _________________________________
When was your last wellness check-up? __________________________________________________________________________   

Have you seen a chiropractor before?  Y FORMCHECKBOX 
  N FORMCHECKBOX 
  Was it for pain/symptoms?  Y FORMCHECKBOX 
  N FORMCHECKBOX 
  Or was it for wellness?  Y FORMCHECKBOX 
  N FORMCHECKBOX 

Please indicate what your primary health objective is while at this clinic: _______________________________________________ 

Please list the three things you enjoy most in life: 
1. _________________________________________________________________________________________________________
2. _________________________________________________________________________________________________________

3. _________________________________________________________________________________________________________
Method of payment for first visit: (check one)      Cash  FORMCHECKBOX 
      Check  FORMCHECKBOX 
        Debit Card  FORMCHECKBOX 
       Credit Card  FORMCHECKBOX 
       

Have you ever experienced physical stress due to sports, recreational activities, work or home?   Y FORMCHECKBOX 
   N FORMCHECKBOX 
    

Was treatment received?   Y FORMCHECKBOX 
   N FORMCHECKBOX 
       Please list all previous stress/strains and/or injuries during these activities: _________

____________________________________________________________________________________________________________ 
Are you currently taking any medications?   Y FORMCHECKBOX 
   N FORMCHECKBOX 
    If yes, please list: ______________________________________

____________________________________________________________________________________________________                                           

What condition or concern is bothering you the most? _______________________________________________________ 
Have you had similar problems in the past?   Y FORMCHECKBOX 
    N FORMCHECKBOX 

What activities aggravate your condition? _________________________________________________________________

____________________________________________________________________________________________________
What activities relieve the pain associated with your condition?  ______________________________________________
____________________________________________________________________________________________________
How long has your condition been affecting you? ___________________________________________________________
SUBLUXATIONS (PINCHED OR CHOCKED NERVES) CAN CAUSE PAIN OVER TIME.  DEPENDING ON THE LOCATION, SUBLUXATIONS CAN CAUSE IRRITATION TO DIFFERENT FIBERS WITHIN NERVES.  CHECK THE ONE THAT BEST DESCRIBES THE TYPE OF PAIN YOU ARE CURRENTLY EXPERIENCING:

Sharp   FORMCHECKBOX 
                 Dull   FORMCHECKBOX 
                 Throbbing   FORMCHECKBOX 
                 Stabbing   FORMCHECKBOX 
                 Aching   FORMCHECKBOX 

DEPENDNG ON THE TYPE AND DEGREE OF SUBLUXATION IN YOUR SPINE, THE NERVE PRESSURE CAN BE CONSTANT OR OCCASIONAL.  WHICH BEST DESCRIBES YOUR CONDITION?

Constant   FORMCHECKBOX 


Occasional   FORMCHECKBOX 

SUBLUXATIONS CAN CAUSE WEAKENING OF THE ENTIRE SPINE.  WHEN IS YOUR CONDITION WORSE?

Morning   FORMCHECKBOX 
               Afternoon   FORMCHECKBOX 
               Evening   FORMCHECKBOX 
                            
Is the condition interfering with your ability to:  Work   FORMCHECKBOX 
     Sleep   FORMCHECKBOX 
      Daily Routines   FORMCHECKBOX 
     All three   FORMCHECKBOX 
      N/A   FORMCHECKBOX 

Is it progressively getting worse or is it stable? _____________________________________________________________  
At work, how do you spend the majority of your time?  (Check all that apply):

Sitting  FORMCHECKBOX 
        Standing  FORMCHECKBOX 
        Lifting  FORMCHECKBOX 
        Bending  FORMCHECKBOX 
        On Computer  FORMCHECKBOX 
        On Phone  FORMCHECKBOX 
        Physical Labor  FORMCHECKBOX 

Do you have a family history of disease, such as heart disease, cancer, diabetes or any other illness?  Y FORMCHECKBOX 
   N FORMCHECKBOX 
   (Please explain):  ____________________________________________________________________________________________

____________________________________________________________________________________________________

Is there anything else regarding your health or health goals that you would like Dr. Molstre to know?  _______________
____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________
Which are you more interested in: 

1.  FORMCHECKBOX 
 Fixing the problem indefinitely 

2.  FORMCHECKBOX 
 Temporarily getting out of pain 
AUTHORIZATION AND RELEASE:  I authorize the doctor to release all information necessary to communicate with personal physicians and other health care providers.  I understand that I am responsible for all costs of chiropractic care, regardless of insurance coverage.  I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees for professional services will be immediately due payable.

The patient understands and agrees to allow this chiropractic office to use the Patient Health Information for the purpose of treatment, payment, health care operations and coordination of care.  We want you to know how your Patient Health Information is going to be used in this office and your rights concerning those records.  If you would like to have a more detailed account of our policies and procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is available to you at the front desk before signing this consent.  If there is anyone you do not want to receive your medical records, please inform our office.

Patient’s Signature:  _________________________________________________ Date: ____________________________
Guardian’s Signature Authorizing Care: ___________________________________________Date: ___________________
IMPORTANT: Please check (x) all symptoms you have had within last 12 months:

HEAD:

 FORMCHECKBOX 
 Headache


 FORMCHECKBOX 
 Sinus (allergy)


 FORMCHECKBOX 
 Entire head 


 FORMCHECKBOX 
 Back of head 


 FORMCHECKBOX 
 Forehead


 FORMCHECKBOX 
 Temples


 FORMCHECKBOX 
 Migraine

 FORMCHECKBOX 
 Head feels heavy

 FORMCHECKBOX 
 Loss of memory

 FORMCHECKBOX 
 Light-headed/Fainting 

 FORMCHECKBOX 
 Light bothers eyes

 FORMCHECKBOX 
 Blurred/Double vision

 FORMCHECKBOX 
 Loss of balance/dizziness

 FORMCHECKBOX 
 Loss of taste or hearing 

 FORMCHECKBOX 
 Pain/Ringing or noises in ears

NECK: 

 FORMCHECKBOX 
 Neck pain with movement 


 FORMCHECKBOX 
 Forward


 FORMCHECKBOX 
 Backward 


 FORMCHECKBOX 
 Turning: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 


 FORMCHECKBOX 
 Bending: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 

 FORMCHECKBOX 
 Pinched nerve in neck 

 FORMCHECKBOX 
 Neck feels out of place 

 FORMCHECKBOX 
 Muscle spasms in neck 

 FORMCHECKBOX 
 Grinding/Popping in neck 

 FORMCHECKBOX 
 Arthritis in neck 

SHOULDERS: 

 FORMCHECKBOX 
 Pain in joint:  (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 

 FORMCHECKBOX 
 Pain across shoulders

 FORMCHECKBOX 
 Bursitis:  (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 

 FORMCHECKBOX 
 Arthritis: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 

 FORMCHECKBOX 
 Can’t raise arm 


 FORMCHECKBOX 
 Above shoulder level 

 FORMCHECKBOX 
 Muscle spasm/tight shoulders

 FORMCHECKBOX 
 Pinched nerve in shoulder: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 
 

MIDBACK: 

 FORMCHECKBOX 
 Pain between shoulder blades 

 FORMCHECKBOX 
 Sharp, stabbing pain 

 FORMCHECKBOX 
 Dull, achy pain 

 FORMCHECKBOX 
 Muscle spasms 

 FORMCHECKBOX 
 Pain in Kidney area 

ARMS AND HANDS: 

 FORMCHECKBOX 
 Pain in arm or hands:(L) FORMCHECKBOX 
  (R FORMCHECKBOX 

 FORMCHECKBOX 
 Tennis elbow

 FORMCHECKBOX 
 Pins/needles sensation: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 

 FORMCHECKBOX 
 Numbness: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 
 

 FORMCHECKBOX 
 Hands cold

 FORMCHECKBOX 
 Loss of grip strength 

 FORMCHECKBOX 
 Sore/swollen joints in fingers 

 FORMCHECKBOX 
 Arthritis in fingers 

CHEST: 

 FORMCHECKBOX 
 Chest pain 

 FORMCHECKBOX 
 Irregular heartbeat 

 FORMCHECKBOX 
 Shortness of breath

 FORMCHECKBOX 
 Rib pain 

 FORMCHECKBOX 
 Breast pain 

ABDOMEN:
 FORMCHECKBOX 
 Nervous stomach 

 FORMCHECKBOX 
 Difficulty eating certain foods

 FORMCHECKBOX 
 Nausea 

 FORMCHECKBOX 
 Gas 

 FORMCHECKBOX 
 Constipation

 FORMCHECKBOX 
 Diarrhea 

 FORMCHECKBOX 
 Hemorrhoids

LOW BACK:
 FORMCHECKBOX 
 Upper part of low back

 FORMCHECKBOX 
 Lower part of low back

 FORMCHECKBOX 
 Sacroiliac 

Low back pain is worse when 


 FORMCHECKBOX 
 Working 


 FORMCHECKBOX 
 Lifting 


 FORMCHECKBOX 
 Stooping 


 FORMCHECKBOX 
 Standing 


 FORMCHECKBOX 
 Sitting 


 FORMCHECKBOX 
 Bending 


 FORMCHECKBOX 
 Coughing 


 FORMCHECKBOX 
 Lying down 


 FORMCHECKBOX 
 Walking 

 FORMCHECKBOX 
 Pain relieved when       
 FORMCHECKBOX 
 “Slipped”/Herniated disc

 FORMCHECKBOX 
 Low back feels out of place

 FORMCHECKBOX 
 Muscle spasms 

 FORMCHECKBOX 
 Arthritis

HIPS, LEGS, & FEET 

 FORMCHECKBOX 
 Pain in buttocks: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 
 

 FORMCHECKBOX 
 Pain in hip joint: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 

 FORMCHECKBOX 
 Pain down leg: (L) FORMCHECKBOX 
 (R) FORMCHECKBOX 

 FORMCHECKBOX 
 Knee pain: 

      (L)  FORMCHECKBOX 
  Outside  FORMCHECKBOX 
 Inside  FORMCHECKBOX 

      (R)  FORMCHECKBOX 
  Outside  FORMCHECKBOX 
 Inside  FORMCHECKBOX 

 FORMCHECKBOX 
 Leg/Foot cramps 

 FORMCHECKBOX 
 Pins and needles in legs 

 FORMCHECKBOX 
 Numbness in legs/feet 

 FORMCHECKBOX 
 Swelling in legs/feet 

WOMEN ONLY: 

 FORMCHECKBOX 
 Menstrual pain 

 FORMCHECKBOX 
 Cramping 

 FORMCHECKBOX 
 Irregularity 

                 Cycle   ________ Days 

 FORMCHECKBOX 
 Birth control 

 FORMCHECKBOX 
 type:  ______
 FORMCHECKBOX 
 Hysterectomy 

 FORMCHECKBOX 
 Tumors/Cancer       
 FORMCHECKBOX 
 Discharge 

 FORMCHECKBOX 
 Menopause       
 FORMCHECKBOX 
 Abortions 

 FORMCHECKBOX 
 Are you pregnant?  Y FORMCHECKBOX 
 N FORMCHECKBOX 
     

MEN ONLY: 

 FORMCHECKBOX 
 Urinary frequency 

 FORMCHECKBOX 
 Difficulty starting 

 FORMCHECKBOX 
 Night urination 

 FORMCHECKBOX 
 Prostate swelling 

 FORMCHECKBOX 
 Erectile dysfunction 

GENERAL:
 FORMCHECKBOX 
 Nervousness

 FORMCHECKBOX 
 Irritable 

 FORMCHECKBOX 
 Depressed 

 FORMCHECKBOX 
 Fatigue

 FORMCHECKBOX 
 Run-down feeling 

 FORMCHECKBOX 
 Normal sleep  ________  Hrs 

 FORMCHECKBOX 
 Loss of sleep 

 FORMCHECKBOX 
 Loss of weight         Lbs

 FORMCHECKBOX 
 Weight gain ____ Lbs

 FORMCHECKBOX 
 Diabetes: Type _____________
 FORMCHECKBOX 
 Hypoglycemia

ANY OTHER COMMENTS YOU WOULD LIKE TO MAKE: 
______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Signature:  _______________________________________________Date: ________________                                      
