Powers Chiropractic Clinic

Nutrition Intake Form Pg 1

Please print cleariy:
Name - Date

Address Apt.#
City State ZIP
Shipping Address

Home Phone () - Work Phone (#,_) .

e-mail address:
REFERRED BY: B
QOccupation Employer
Date of Birth Age  Sex: M/F Height  Weight
Overall health (circle one) Excellent / Good / Fair / Poor / Other:
Chief complaint (reason you are here): (use separate sheet if more room needc,d)

Previous treatments for this complaint

Other complaints or problems: (use separate sheet if needed)

Current medications/drugs being taken: (use separate sheet if needed)

Are you currently under the care of a physician or other health care professionals?
(If yes, please give name and date of last visit):

Nutritional supplements you are taking:

Do you smoke, drink coffee or alcohol? (if yes indicate how much)
Cigarettes Coffee Alcohol

Office Use Only:



