Stress Survey
Name__________________________________________________________________________ Age ______ 

Address ______________________________________ City____________________ State ____ Zip ________

Home Phone ___________________ Email__________________________ Work Phone ________________

Circle any of the following symptoms you have experienced in the past six months:
	Headache/Tension
	Low back pain
	Pain between shoulders
	Allergies

	Fatigue/Tiredness
	Neck pain
	Knee pain
	Shoulder tension

	Pain anywhere in body
	Wrist/Hand pain
	Ankle/Foot pain
	Numbing/Tingling Hands

	Digestive disturbance
	Elbow pain
	Ringing in ears
	Numbing/Tingling Feet

	Difficulty sleeping
	Shoulder pain
	Nervousness
	Weight trouble

	Irritability
	Hip pain
	Dizziness
	Other (specify below)


Other symptoms: ___________________________________________________________________________

Which of the above bothers you most? __________________________________________________________

How long have you been bothered by this condition? _______________________________________________

Describe how you are affected when it is at its worst: ______________________________________________

	Does this cause you to be:
	How is your work affected:
	How is your life affected:

	Moody
	Decision making difficulty
	Lose patience with loved ones

	Irritable
	Poor attitude
	Restricted household duties

	Restricted in daily activities
	Decreased productivity
	Restricted sports and exercise

	Sleepless
	Exhausted at the end of the day
	Restricted hobby participation

	
	Unable to work long hours
	


If you could eliminate one of the above problems, which would it be? _________________________________

There are several alternatives available to help you reduce stress and pain in your life. Please select the option below that is most appropriate for you.

___ I would like to make an appointment for a complete evaluation. There is NO CHARGE for this                                                                                        examination to determine if Chiropractic is the right solution for me.

___ I would like to attend a class on Stress and Wellness.

___ I would like a call from the doctor to discuss my health issues before making an appointment.

TLC Chiropractic 907 Easton Road Willow Grove PA 19090 215-657-3200

OFFICE USE ONLY


Appt. Time_________   Date:_______________





Location:________________________________








