DR. CINDY BURKE

@BRAIN BASED BRAIN BASED CHIROPRACTOR

142 S. WASHINGTON STREET

o
%/ EALTH SOLUTIONS OXFORD, MI 48371
248-628-2891 (OFFICE)
DWD DATE
= 10 g (T (D} (<
Age.......c........ Male |:| Female |:| Date of Birth: ................

Address: ..veeeeeeeeeeeeeeiecieseeeeveeneee ity el Stater L ZIP e
Email: e e . Phone: Home s Celll e
May we include you in our weekly text4health text messages (you can stop anytime)
OCCUPAtION: ettt e e e eeeereenereee e s EMPIOYET: i,
Single |:|I Married |:|I Divorced l:ll Widowedl:l

Spouse's name.: ...................... H of children............................. Number of Children: ..........

NAMES, ABES & GENUET ..uiieeiieii et ee et e e e e e e e e s et e e e e raeeesnennnes

Who may we thank for referring YOU? ... e et e e e eaanes

LIST YOUR HEALTH CONCERNS BELOW

Health concerns Severity on When did If you had the Did the problem Are symptoms
According to Scale of 1-10 episode begin? condition begin with an constant or
severity before, when? injury? intermittent

CHECK ALL CURRENT PROBLEMS YOU HAVE

DIZZINESS D MIGRAINES D MENSTRUAL DISORDERS D NUMBNESS IN LEGS D LUPUS D
HEADACHES D ANXIETY D HEART DISORDERS D NUMBNESS IN FEET D FIBROMYALGIA D
VERTIGO D THROAT ISSUES |:| STOMACH DISORDERS ‘:’ LOW BACK PAIN D CHEST PAIN D
EAR INFECTIONS ‘:’ THYROID PROBLEMS D KIDNEY PROBLEMS ‘:’ HIP PAIN D ARM PAIN D
NAUSEA D ASTHMA I:I BLADDER PROBLEMS D SHOULDER PAIN D ADD/ ADHD I:I
™I D ULCERS D IRRITABLE BOWEL D LIVER DISEASE D KNEE PAIN D
NECK PAIN D NUMBNESS IN HAND D DISC PROBLEM D CHRONIC FATIGUE D NERVOUSNESS D
EPILEPSY ‘:’ DISC PROBLEMS |:| INFERTILITY ‘:’ GASTRIC REFLUX D MID BACK PAIN D
CHRONIC SINUS D Memory Issues D OTHERS:

CHECK ANY CONDITION YOU HAVE NOW/HAVE HAD

STROKE CANCER HEART DISEASE SEIZURES SPINAL BONE FRACTURE SCoLlosIs DIABETES

[ L] [ H [ L] [



ALL SURGICAL OPERATIONS AND YEARS: ......coccciiveiiiiiercnncsneninnnsnssesnssnssssssssnsssenens

WHEN WAS YOUR LAST AUTO ACCIDENT?....ccccttmmumniiiiiiiininnniennnnnsnannniiniinnenen
HAVE YOU HAD PREVIOUS CHIROPRACTIC CARE?

IF YOU HAVE, WHO DID YOU SEE AND WHEN?.......ccccccceiiiiiiiiiiiiimnnnnnnnnnnsnieeneeeenes
HAVE YOU EVER BEEN KNOCKED UNCONSCIOUS?

FRACTURED A BONE?

IF YES, PLEASE DESCRIBE

OTHER TRAUMA

DO YOU VIEW YOUR HEALTH AS AN INVESTMENT OR EXPENSE?

HOW COMMITTED ARE YOU TO LIVING A HEALTHIER LIFE ON A SCALE OF 1-10 WITH
10 BEING THE HEALTHIEST LIFE POSSIBLE? ...........

HOW WOULD YOUR LIFE CHANGE IF YOU DIDN'T HAVE THE HEALTH CONDITIONS
YOU INDICATED ON THIS FORMY .....cceiiiiieiniiiiinncse s s s s s snssnssnssnssns

WRITTEN CONSENT FOR A MINOR CHILD

NAME OF PRACTICE MEMBER WHO IS A MINOR CHILD ........cccccecureinrrienccsnensnnnssunssnnsane

| AUTHORIZE DR TO PERFORM DIAGNOSTIC

PROCEDURES, RENDER CHIROPRACTIC CARE AND PERFORM CHIROPRACTIC
ADJUSTMENTS TO MY MINOR CHILD

AS OF THIS DATE, | HAVE LEGAL RIGHT TO SELECT AND AUTHORIZE HEALTH CARE
SERVICES FOR MY MINOR CHILD. IF MY AUTHORITY TO SELECT AND AUTHORIZE IS
REVOKED OR ALTERED, | WILL IMMEDIATELY NOTIFY

DATE GUARDIAN SIGNATURE



Question List

Please Share The Following:

1. How Often Do You Exercise?

a. How Long?

2. What Type Of Exercise Do Your Perform?

3. Please Share A Typical Day of Eating For You Including Times and Quantity:
Breakfast Lunch

Dinner Snacks

4. What Time Do You Usually Eat Last?

5. What Time Do You Typically Go To Bed?

6. How many ounces of water do you drink a day?

a. Source?

7. How many cups of coffee do you drink a day?

8. What do you put in your coffee?

9. How many alcoholic beverages do you consume?
a. Each day? b. Week? c. Month?

10. What else do you drink daily?

11. Do you smoke cigarettes?

a. How many packs a day? b. Week?

12. Do you consume any type of drugs?

a. Ifyeswhat and how often

13. Do you meditate?

a. If so how often and for how long?

14. What type of music do you listen to?

a. How many minutes per day?

15. Do you engage in any type of personal development programs?

16. If so please explain the type, frequency, and duration?

17. Do you see a counselor?

a. Ifno have you ever seen a counselor?

18. On a scale of 1-10 rate your stress levels:

(1 being none and 10 being severe)



FAMILY HEALTH HISTORY

THIS FORM IS TO ASSIST THE DOCTORS BY PROVIDING PAST HEALTH
INFORMATION FOR THEIR REVIEW

CONDITION

SPOUSE

DAUGTHER

MOTHER

FATHER

ARM PAIN

ARTHRITIS

ASTHMA

ADD/ADHD

ALLERGIES

BACK TROUBLE

BED WETTING

CANCER

CARPAL TUNNEL

DECEASED

DIABETES

DIGESTIVE PROBLEMS

DISC PROBLEMS

EAR INFECTIONS

FIBROMYALGIA

HEADACHES

HEARTBURN

HIGH BLOOD PRESSURE

HIP PAIN

LEG PAIN

MENSTRUAL DISORDER

MIGRAINES

NECK PAIN

SCOLIOSIS

SHOULDER PAIN

SINUS TROUBLE

™I
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	lec-intake-form-fillable

