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HOW CAN WE HELP YOU?

IMPACT OF YOUR SYMPTOMS

CHIROPRACTIC INTAKE & HISTORY 

Birthdate 

Partner's Name

Jelena Rudic




Client Consent. I have answered the questions on this form to the best of my knowledge and ability. I have had the opportunity to ask questions and obtain assistance. I 
consent to a professional and compete Chiropractic examination and to any radiographic or diagnostic examination that the doctor deems necessary. I understand that any fee for 
service rendered is due at the time of consultation and cannot be deferred to a later date. 

 Date: Witnessed: 
 H3  
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CHILDREN & PREGNANCY

HEALTH & ILLNESS HISTORY

ALLERGIES, MEDICATIONS & SUPPLEMENTS
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