
Confidential Initial Questionnaire  

Today’s Date_____________ 

Name_____________________________________________Date of birth__________ 
Occupation_________________________________________________ 
Phone  (Cell)_________________________(HM)__________________________ 
Text Reminders?  yes / no   If “Yes” Cellphone Provider:  ATT  /  Verizon  /  Sprint  / Other? ___________ 
Email_________________________________________________Email Reminder? yes / no 
Address__________________________________________________________ 
City______________________________________Zipcode_________________ 

Relationship Status________________        Pregnant:    Y / N     Due Date_____________ 
# of Children______Names/Ages_______________________________________________________ 

Emergency Contact: 
Name________________________Relationship___________________Phone_________________________ 

How did you hear about Dr. Kourtney?____________________________________________ 
Our bodies are designed to be healthy. Throughout life, we can become overwhelmed by certain experiences which may impede 
our body’s full expression of its health and potential well-being. This start of dis-ease, in chiropractic, is called a subluxation 
(sub=less, luxation=light). Subluxations are caused by physical, chemical, and emotional stresses to which the body cannot adapt. 
The following are some questions that will help uncover the current state of you health. Please take your time and be as specific 
as possible. This is completely confidential. 

Reason for coming today? 

Previous chiropractic care?  yes / no 

If yes, date of last adjustment_________________ 
 Name of Chiropractic__________________ 
 Reason for ending care________________ 

Are you seeing any other health professional right now? Please explain. 

How would you rate your current health?    poor   fair   average   good   excellent 

How would you rate your family’s health?    poor   fair   average   good   excellent 

Are you healthier now than you were 5 years ago?  Y/N 
Why? 

Cont. on back 



The following can contribute to subluxation patterns in your body. Please check any that apply. 

Physical Stress   Emotional Stress   Chemical Stress 
____Birth Trauma    ____Relationships   ____Environmental 
____Car Accidents   ____Career    ____Smoker 
____Sport Injuries   ____Family    ____2nd Hand Smoke 
____Physical Abuse   ____Financial    ____Caffeine 
____Work Injury   ____Pace of Life   ____Alcohol 
____Poor Posture   ____Quick Temper   ____”Diet” Food Intake 
____Heavy Computer Use  ____Holding in Temper  ____Soda Intake 
____Repetitive Movements  ____Perfectionism   ____Prescription Drugs 
____Prolonged Posture  ____Procrastination    ____Junk Food 
____Carrying Children  ____Depression   ____Recreational Drugs 

What do you feel is the primary stress in your life? 

Any other information that you feel would be relevant to share? 

Dr. Kourtney is interested not only in your health and well-being, but also in the health and well-being of those closest 
to you. Research has shown that when people are surrounded by those with certain negative health patterns, it has a 
direct impact on the individual. Please mention any health concerns you have about those closest to you 
(including parents/spouse/partner/children/siblings/close friends): 

N O T I C E  O F  P R I V A C Y  P R A C T I C E S  
 

The information you provide us with through conversation and on this form is confidential.     
                              

SPECIFIC AUTHORIZATIONS:

•I give permission to Dr. Kourtney Knox to use my address, phone number, and clinical records to contact 
me with appointment reminders, missed appointment notification, birthday cards, holiday related cards, 
newsletters, information about health care or other health related information.

•If contacted by phone, I give them permission to leave a phone message on my answering machine or 
voice mail.

•I give permission to Dr. Kourtney Knox to adjust me in an open room where others are also being adjusted.  
I am aware that other persons in the office may overhear some of my protected health information during the 
course of care.  Should I need to speak with Dr. Kourtney Knox at any time in private, she will provide a 
room for these conversations.

I authorize you to use or disclose my health information in the manner described above. 
I also understand that I may receive a copy of this form if requested.

Signature ______________________________________________ Date___________________ 


