
Name_________________________________________________________________________________ 	 Date______________________________
	 Last	 First	 Middle Initial

Social Security #_________________________________ 	 Choose One:  o Minor   o Married   o Divorced   o Separated   o Widowed   o Single

Address________________________________________________________	City___________________________ 	State_ _____ 	Zip______________

Phone_ _______________________	Cell__________________________ 	Work______________________	Email_ ______________________________

Date of Birth_ ______________ 	Age_________ 	Gender________	Whom may we thank for your referral? ___________________________________

Occupation_ ____________________________ 	Employer’s Name & Address__________________________________________________________

Ht._ _____ ft.______ in.	 Weight__________ 	 Spouse/Guardian_________________________ 	Spouse’s Employer_________________________

Children’s Names and Ages_ _________________________________________________________________________________________________

List your major complaints in order of severity:	 What does it prevent you from doing?	 List your health goals:

1.______________________________________	 1.______________________________________	 1._____________________________________

2.______________________________________	 2.______________________________________	 2._____________________________________

3.______________________________________	 3.______________________________________	 3._____________________________________

DO YOU HAVE ANY DIFFICULTY WITH ANY OF THE FOLLOWING? IF YES, MARK “X”

o Headaches
o Shooting head pains
o Sinus trouble
o Loss of smell - taste
o Hayfever / Allergies
o Asthma
o Cancer
o Throat trouble
o Infections
o Thyroid trouble
o Sleeping trouble
o Facial pain or palsy
o Loss of memory
o Chronic fatigue
o Depression / anxiety
o Stress
o Dizziness / vertigo
o Neck pain

o Fainting or seizures
o Loss of balance
o Ringing of ears or earaches
o Hearing difficulty
o Eye / vision trouble
o Neck muscle spasm
o Tightness in shoulder muscles
o Pain in shoulders & arms
o Pins & needles in arms & hands
o Cold hands
o Chest pains or rib pains
o Shortness of breath
o Carpal tunnel syndrome
o Fibromyalgia
o Heart palpitation or heart trouble
o Upper back pain
o Mid back or shoulder blade pain
o Diabetes

Family history of any of the above?   o Yes   o No	 If yes, who?_ ___________________________________________________________________

List any accidents or injuries in the past year:___________________________________________________________________________________

List any injuries between 1 and 10 years:________________________________________________________________________________________

List any injuries over 10 years:_ _______________________________________________________________________________________________

List all surgeries or fractures and when:________________________________________________________________________________________

List all medications and what they’re for:________________________________________________________________________________________

Other doctors seen for this condition:_ __________________________________________________________________________________________

Previous chiropractic care?   o Yes   o No	 When?_____________________________ 	Where?________________________________________

Is your condition a result of your:    o Employment    o Auto Accident    o Personal Injury    o Other_ ______________________________________

Do you have health insurance?          o Yes   o No	 Company_________________________________ 	Subscriber’s Date of Birth________________

Do you have secondary insurance?   o Yes   o No	 Company_________________________________ 	Subscriber’s Date of Birth________________

Welcome To
Van Every Family Chiropractic Center, PLC

4203 Rochester Rd. • Royal Oak, MI 48073 • (248) 616-0900

o High blood pressure
o Low blood pressure
o Liver trouble
o Anemia
o Acid reflux or ulcers
o Abdominal pain
o Stomach trouble
o Indigestion
o Nerves, nervousness
o Inner tension
o Irritability - moodiness
o Prostate trouble
o Bladder problems
o Gall bladder problems
o Kidney trouble
o Buttocks pain
o Low back pain
o Constipation

o Diarrhea
o Painful menstruation
o Irregular menstruation
o Miscarriage
o Arthritis
o Tailbone / sacrum pain
o Painful joints
o Swollen joints
o Hip pain
o Slipped disc
o Pinched nerve in back
o Pins & needles in legs
o Swollen ankles
o Cold feet
o Numbness in legs
o Knee pain
o Groin pain
o Pain in legs and feet

Signature:_________________________________________________________________________________ 	Date:____________________

o Dr. Anna Saylor-Wither

o Dr. Laura Vanloon

o Auto Accident



Ambulation:    o Normal     o Light Diff     
o Moderate     o Severe     o Grab       o Cane       
o Crutch       o Walker       o Wheelchair

Cervical Ranges of Motion
	 Nor	 Deg	 Pain
Flexion	 50
Extension	 60
L Lat Flexion	 45
R Lat Flexion	 45
L Rotation	 80
R Rotation	 80

Dorsolumbar Ranges of Motion
	 Nor	 Deg	 Pain
Flexion	 60
Extension	 25
L Rotation	 30
R Rotation	 30
L Lat Flexion	 25
R Lat Flexion	 25
Trouble falling asleep?	 o  Y	 o  N
Waking up at night?	 o  Y	 o  N
Wake earlier than normal?	 o  Y	 o  N
Not feeling well-rested?	 o  Y	 o  N

Cranial Faults
Frontal	 o  L	 o  R
Parietal	 o  L	 o  R
Temporal	 o  L	 o  R
Occiput	 o  L	 o  R
Sphenoid	 o  L	 o  R

Palpation Exam  Date:
	 Tender	 Spasms	 Trigger Pt	 Adj - SPR/SPC
Occ
C1
C2
C3
C4
C5
C6
C7
T1
T2
T3
T4
T5
T6
T7
T8
T9
T10
T11
T12
L1
L2
L3
L4
L5
Rt. Ilium
Lt. Ilium
Sac

Standing Tests
Alert & Co-op	 Y	 N
Distress Gait	 Y	 N
Minor’s
Spine Tilt
Gait Favors
Postural Analysis
Ant Head	 1     2     3
Head Tilt
High should
High Ilium
Toe Walk
Heel Walk
Prone Tests
Short Leg
Derifield
Ely’s Head
Yeoman’s
Hibb’s
Iliac Com
Mennell’s
Nachlas
Gaenslen’s
Supine Tests
Short Leg
SLR
Bragard’s
Well Lg Raise
Dbl Leg Raise
Goldwaith	 L   S	 L   S
Fab Patrick	 H   S	 H   S
Leg Lower
Soto Hall

Sitting Tests
Cerv Distrac
Cerv Comp
Shoulder Dep
Bechterew

Valsalva’s
Dejerine’s
Grip Strength

Name: _________________________________________________________________

RIGHT LEFT

RIGHTLEFT

Indicate Locations of Symptoms

____	Injury Date

____	Create File

____	Verify Ins.

____	New Card

____	Scan

Next Visit:     M     T     W     Th     F     S

o	 Exam – 75

o	 Re-Exam – 68

o	 HAP-NP – 3750

o	 Comp Exam

Supplies

o	 Ice Pack – 5

o	 Biofreeze – 12

o	 Skinners

o	 Trameel

o	 ______________

o	 Cervical – 65

o	 Thoracic – 100

o	 Lumbar – 100

o	 HAP Cervical

o	 HAP Thoracic

o	 HAP Lumbar

X-Rays

o	 CMT 1-2

o	 CMT 3-4

o	 CMT HAP

o	 CMT Medicare

o	 CMT FIC

o	 Comp Adj

AdjustmentExam

Recommended Treatment:   o Ice   o Heat   o Rest   o _______________________

Chief Complaint:_______________________________________________________________________ 	 Have you had this before?  o Yes   o No
Onset:	 o  Day:   1   2   3   4   5   6   _____    o  Week:   1   2   3   _____    o  Month:   1   2   3   4   5   6   _____    o  Year:   1   2   3   4   5   6   _____
Cause:_____________________________________________________ 	 Radiates:_ ___________________________________________________
Provokes:  o Sit   o Stand   o Walk   o Lie   o Bend   o_ _____________ 	 Relieves:  o Sit   o Stand   o Walk   o Lie   o Bend   o________________
Quality:  o Sharp   o Burning   o Dull   o Aching   o Throbbing   o Shooting   o Numbness   o Tingling   o Stiff   o____________________________
Severity at Rest:    1     2     3     4     5     6     7     8     9     10	 Severity at Active:    1     2     3     4     5     6     7     8     9     10
Timing:  o AM    o PM    o Constant   o Other:_____________________ 	 Diet/Exercise: _ _______________________________________________

Secondary Complaint:_ _________________________________________________________________ 	 Have you had this before?  o Yes   o No
Onset:	 o  Day:   1   2   3   4   5   6   _____    o  Week:   1   2   3   _____    o  Month:   1   2   3   4   5   6   _____    o  Year:   1   2   3   4   5   6   _____
Cause:_____________________________________________________ 	 Radiates:_ ___________________________________________________
Provokes:  o Sit   o Stand   o Walk   o Lie   o Bend   o_ _____________ 	 Relieves:  o Sit   o Stand   o Walk   o Lie   o Bend   o________________
Quality:  o Sharp   o Burning   o Dull   o Aching   o Throbbing   o Shooting   o Numbness   o Tingling   o Stiff   o____________________________
Severity at Rest:    1     2     3     4     5     6     7     8     9     10	 Severity at Active:    1     2     3     4     5     6     7     8     9     10
Timing:  o AM    o PM    o Constant   o Other:_____________________ 	 Diet/Exercise: _ _______________________________________________

Specific Treatment Goal for Chief Complaint:

Specific Treatment Goal for Secondary Complaint:

Treated Today:    Cervical     Thoracic     Lumbar     Sacrum     Pelvis     Cranial            Technique:      Diversified       Activator       Thompson-Drop       Best       KST

Treatment Plan:       1XW        2XW      3XW                    For:      1W      2W      3W      4W


