








Consultation History/ The Saul Clinic 

 
 
Patients Name: __________________________________ Date: __________________ 
 
 
1. Have you been to a Chiropractor before?      Circle one:      YES      NO 
 
2. How were your results?     Circle One:         Satisfactory      Not satisfactory 
 
3. What condition is causing you to seek our help?_______________________________ 
 
NOTE: If you are here to start wellness care, please answer questions 10-12, 19and 22 
 
4. How long have you had this condition? ______________________________________ 
 
5. How often do you notice your condition?   Circle ONE: 
Constantly, Nearly Constant, Frequently, Infrequently, Occasionally, 
 
6. What actions make your condition worse? e.g.: sitting, lying down, lifting, 
etc.____________________________________________________________________ 
 
7. Have you seen other Doctors for this condition?_____Who?________When?_______ 
 
8. Was any medication prescribed? ___________________________________________ 
 
9. Have you tried any other remedies that did not work? __________________________ 
Please list them. e.g.: Ice, Heat, NSAIDs, PT, etc. 
________________________________________________________________________ 
 
10. Do you take any Medications for any other reasons?___________________________ 
If yes, please list conditions and reasons: 
________________________________________________________________________
________________________________________________________________________ 
 
11. Do you take vitamins? Please list which ones and the reasons for taking them. 
________________________________________________________________________ 
 
12. Have you had any major or minor physical traumas in your life? _______ 
If so, please list what happened and when they occurred.  
e.g. Car Accidents, Falls, Work Injuries,Sports injuries 
________________________________________________________________________ 
________________________________________________________________________ 
 



13. Do you have any repetitive motion injuries? ________Please list. e.g. Sitting at a 
computer for multiple hours, working on a production line… 
________________________________________________________________________ 
 
14. Before you began to suffer with this problem,was there an earlier accident, injury or 
condition that could have been an underlying cause of your current 
condition?_______________________________________________________________ 
 
15. How does your condition feel when it is at its worst?__________________________ 
 
16. Does your condition interfere with your ability to work? Circle One   
YES…NO…SOMETIMES    In what way?___________________________________ 
 
17. Does it interfere with your family or social life? If yes, in what way? 
_______________________________________________________________________ 
 
18. On a scale of 1 to 10, (Ten being the worst) what level is your pain on a day to day 
basis? _______ 
 
19. How would you rate your daily STRESS  level on a scale of 1 to 10? _________If 
over 5, is your stress Physical, Mental or Emotional. (Circle one or more).  Is it related to 
Work, Family, Finances? (Circle one or more). 
 
20. Do your parents or children suffer with the same or similar problem? If yes, please 
explain________________________________________________________________ 
______________________________________________________________________ 
 
21. How old does having this condition make you feel compared to your real age? Circle 
one.                       No difference                            _____Years Older 
 
22. How many hours of sleep do you get per night? _________Hours 
 
23. Is there anything that would stop you from taking care of your problem if we thought 
we could help you?______________________________________________________ 
e.g.  Work Schedule, travel, time, money, transportation. Etc. 


