
Colfer Chiropractic Wellness Center                   Dr. Nancy A. Colfer 
411 East 3rd Ave., Suite 100 – Eugene, OR 97401 
(541) 345-9401    Fax 345-5493 www.drcolfer.com        
 

Initial Health Status 
 
 
Today’s Date:   __________________ 
 
Name: ______________________________________________________________       Date of Birth: __________________       Sex:   [  ] M   [  ] F  
 
Address: ________________________________________________________   City: ___________________ State: ____   Zip: _______________ 
 
H. Phone: (_____) _____________________    W. Phone: (_____) ___________________    Age: _____   Height: _____ Weight: _____ 
 
Whom may we thank for referring you? ______________________________________________   Social Security #: _________________________ 
 
Occupation: _________________________________________________________   Employer: _________________________________________ 
 
Have you ever received Chiropractic care prior to today? [  ] Yes    [  ] No       
If yes, when, with whom and for what problem? 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
Please describe the problem or problems that have prompted you to seek chiropractic care TODAY: 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
How and when did the problem(s) begin? 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
Please rate the severity of your problem:        

(No complaint/pain)    0    1    2    3    4    5    6    7    8    9    10    (Worst possible pain/complaint imaginable) 
 
Please indicate type(s) of symptoms or pain:  
[  ] Dull     [  ] Aching     [  ] Sharp     [  ] Shooting     [  ] Burning     [  ] Throbbing     [  ] Tingling     [  ] Numbness     [  ] _________________ 
 
How often do symptoms occur and how long do they last? ___________________________________________________________________ 
 
What, if anything, aggravates the problem? _________________________________________________________________________________ 
 
What, if anything, makes the problem better? _______________________________________________________________________________ 
 
Previous treatments, medications, surgery, or care you’ve sought for THIS PROBLEM, if any: 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
Surgical History: 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
Family Health History:  [  ] Cancer [  ] Diabetes   [  ] High Blood Pressure   [  ] Cardiovascular Disease/Stroke   [  ] Rheumatoid Arthritis 
 
Social and Occupational History: 

[  ] Live alone   [  ] Live w/ partner or spouse w/ children   [  ] Live w/ partner or spouse without children  
[  ] Single parent living with children   [  ] Live with others _____________________ 
Level of Education:   [  ] high school   [  ] some college   [  ] college graduate   [  ] post graduate studies 

 
Work activity description: __________________________________________________   Number of hours/wk: _______ 

 
Recreational activities & exercise: ____________________________________________________________________ 
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Health History: 
Please check all of the following that apply to you: [  ] none apply 
____History of recent infection 
____Recent fever (date: ___________) 
____Recent physical trauma (date: ___________) 
____Recent head injury (date: ___________) 
____Dizziness/Fainting (circle) 
____Visual disturbances 
____Nausea/Vomiting (circle) 
____Migraines 
____Chronic headaches 
____High blood pressure 
____High cholesterol 
____Stroke (date: _________) 
____Aneurysm 
____Numbness in arms/hands 
____Numbness in groin/buttocks 
____Cancer/tumor _________________ 
____Osteoporosis 
____Uterine/Ovarian/Prostate problems (circle)  
____Frequent urination 
____Kidney problems  
____Diabetes 
____Swelling of the hands and feet 
____Seizure disorder 
____Osteoarthritis 
____Rheumatoid arthritis 
____Hypothyroidism 
____Hyperthyroidism 

____Hepatitis/Liver disease 
____Gastric or Duodenal Ulcers 
____Chronic intestinal problem 
____Polio or Post-polio Syndrome 
____Cerebral Palsy  
____HIV/AIDS 
____Parkinson’s Disease 
____Multiple Sclerosis 
____Herniated disc 
____Fibromyalgia 
____Abdominal or inguinal hernia 
____Asthma 
____Allergies (to: ____________________________________) 
____Tuberculosis 
____History of Anorexia/Bulimia  
____History of alcoholism or chemical dependency 
____Prior history of mid or low back problem  
____Prior history of neck problem  
____Prior history of injury in motor vehicle accident (year: _______) 
____Prior history of on-the-job injury claim (year: ________) 
____History of broken bone or dislocation 
____Other Condition(s): ________________________________ 
 
____Medications:_____________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

 
 
Certifications: 
I certify the above information to be complete and accurate to the best of my knowledge, and hereby authorize Dr. Nancy Colfer to provide me with 
chiropractic care, in accordance with statutes of the State of Oregon.  I assign to Dr. Colfer all insurance benefits, if any, otherwise payable to me for 
services rendered.  I understand that I am financially responsible for all charges, whether or not paid by insurance.  I hereby authorize the doctor to 
release all information necessary to secure the payment of benefits; I authorize the use of this signature on all insurance submissions. 
 
Patient or Parent/Guardian Signature ______________________________________________________________ Date _____________________ 
 
>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>><<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<<< 
 

Informed Consent 
 
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures, including various modes of physical 
therapy, on me (or on the patient named below, for whom I am legally responsible) by Dr. Nancy Colfer and/or other licensed doctors of chiropractic 
who now or in the future work at Colfer Chiropractic Wellness Center. I have had an opportunity to discuss with Dr. Colfer the nature and purpose of 
chiropractic adjustments and other procedures. I understand that results are not guaranteed. I understand and am informed that, as in the practice of 
medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to fractures, disc injuries, strokes, dislocations and 
sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely upon the doctor to exercise 
judgment during the course of the procedure which the doctor feels at the time, based upon the facts then known to him or her, is in my best interest. 
I have read, or have had read to me, the above consent. I have also had an opportunity to ask questions about its content, and by signing below I 
agree to the above-named procedures. I intend this consent form to cover the entire course of treatment for my present condition and for any future 
condition(s) for which I seek treatment at Colfer Chiropractic Wellness Center. 
 
 
Patient Signature: ________________________________________________________________________________   Date _________________ 
 
Witness Signature: _______________________________________________________________________________    Date _________________ 
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