Nutrition

6028 Weldon Spring Parkway ◊ Weldon Spring, MO 63304
www.lawlorchiropracticclinic.com ◊ 636-300-8250

Welcome!
Thank you for making this appointment with us. We are excited that you have chosen us to
help you in your quest for optimal health and wellness! It is our goal to provide you with the
tools you need to reach your specific health goals. This packet is your first step in doing
this. Please fill out the following pages and let us know if you have any questions.

Patient Information
Name:__________________________________________ Date:_____/_____/________
Street Address:___________________________________________ Apt #:___________
City:____________________________________ State:___________ Zip:____________
Cell#:__________________ Home#:__________________ Work#:_________________
Email:________________________________________ Number of children: __________
Birth Date:______/______/_____ Age:_______ Sex:______ Marital Status:___________
Occupation: _____________________ Place of employment: ______________________
Emergency Contact: _______________ Relation: _____________ Phone #:___________
How did you hear about us?:________________________________________________
If you were referred by a friend or family member who is currently a patient of ours,
do we have permission to use your first name when thanking them? ________________
May we leave messages regarding your personal healthcare information on your answering
machine? ___________ If yes, which phone number? ______________________________
What are the top health goals you wish to achieve through our office?
Nutritionally, what are some ways you envision that I can help you achieve these goals?
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If you need additional writing space, please write on the back or attach separate paper.

List any known allergies you have (eg. environmental, food, herbs etc.).

List any illness(es)/disease(s) you have previously been diagnosed with?

List any of the above illness(s)/disease(s) that you currently have.

List any surgeries you have had and what year you had them.

List any prescribed medications you are currently taking and list their intended purpose.

List any over-the-counter medications you are taking and list their intended purpose.

List any nutritional supplements/herbs you are currently taking and their intended purpose.

Height: _______________

Weight: ________________

Do you drink alcohol? ____________ If yes, how many drinks per week? ______________
Do you smoke or use tobacco? _________ If yes, how many much per day? ____________
List any physical activity you are involved in on a regular basis.

List your 3 favorite foods _____________________________________________________
List any foods you couldn’t force yourself to like if you tried __________________________
__________________________________________________________________________
List your 3 favorite activities to do for fun ________________________________________

Women only: Are you pregnant? _____ Are you planning to become pregnant soon? _____

Have you been trying to become pregnant but have been unable to? ____________
If menstruating, is your cycle regular? ____________ Is your flow normal? _____________
Is there anything else you would like us to know about you?
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Please review below the listed conditions and indicate health problems of yourself or
family members by placing an “X” in the column.
CONDITION
SELF
MOTHER
FATHER
SIBLINGS
CHILDREN
Anemia
Anxiety/Irritability
Arthritis
Asthma
Cancer
Constipation
Depression
Diabetes
Diarrhea
Disc/Back Problem
Dizziness
Epilepsy
Gallbladder trouble
Gout
Headaches/Migraines
Heart Disease
High Blood Pressure
High Cholesterol
Insomnia
Kidney Trouble
Liver Trouble
Menstrual Problems
Mental Illness
Obesity
Pinched Nerve
Scoliosis
Sinus Trouble/Allergies
Skin Problem
Stomach Trouble
Thyroid Problems
Ulcers
Other:
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Please be sure to fill out the “Important” section.

Note: If you are filling out this paperwork at home prior to your appointment, please remember to fill
out the Food Diary Form for as many days as you can (up to 7 days) until your scheduled
appointment.
If you are currently taking any nutritional supplements, it is beneficial if you are able to bring them
with you to your first appointment.
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Lawlor Chiropractic - Nutrition
Terms of Acceptance

I hereby attest to the following:
1. I fully understand that the nutritional consultant I am seeing in this office is not a medical physician, and I am not
consulting for medical, diagnostic or treatment procedures.
2. The services performed by the nutritional consultant are at all times restricted to helping me gain a better
understanding of my degree of “health” (not disease) so I will have a greater self-awareness and be able to use a
self-care program for daily living.
3. I understand that as a nutritional consultant, the recommendations, discussion, sale of food nutrition, nutritional
supplementation, vitamins or minerals, herbs or other nutrients pertains to the whole body concept of nutrition and
does not relate in the context of any specific ailment or condition.
4. I understand that the purpose of nutritional supplements is to provide special food concentrates for dietary
purposes, and they are not intended to treat or cure any disease.
5. The appointments do not involve the diagnosing, prognosticating, treating or prescribing of medicines or the
treatment of disease, or any act which will constitute the practice of medicine.
6. Nutritional counseling, vitamin recommendations and nutritional advice is provided solely to the upgrade the quality
of foods in the patient’s diet in order to supply good nutrition supporting the physiological and bio-mechanical
processes of the human body.
7. Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice regarding treatment
prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to support the body’s innate wisdom. Our method is
specific nutritional counseling (addition of nutrients/elimination of toxins) to correct vertebral subluxation.
8. Nutritional supplements are not refundable or exchangeable due to insurance requirements and the maintenance
and quality of our inventory. All special orders must be pre-paid.
9. For repeated (2 or more) missed or rescheduled appointments (less than 24-hours notice is given), there is a $20
fee and prepayment will be required for a future appointment.

I have answered all questions pertaining to my health accurately and to the best of my knowledge, and I
have read and fully understand the above statements.
Signature ______________________________________________________ Date ______________________
Patient Health Information Consent Form

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your rights concerning those
records. Before we will begin any health care operations, we must require you to read and sign this consent form stating that you
understand and agree with how your records will be used. If you would like to have a more detailed account of our policies and
procedures concerning the privacy of your Patient Health Information we encourage you to read the HIPAA NOTICE that is
available to you at the front desk before signing this consent.
1. The patient understands and agrees to allow Lawlor Chiropractic to use their Patient Health Information (PHI) for the
purpose of treatment, payment, healthcare operations, and coordination of care.
2. The patient has the right to examine and obtain a copy of his or her own health records at any time and request corrections.
The patient may request to know what disclosures have been made and submit in writing any further restrictions on the use
of their PHI. Our office is not obligated to agree to those restrictions.
3. A patient's written consent need only be obtained one time for all subsequent care given the patient in this office.
4. The patient may provide a written request to revoke consent at any time during care. This would not affect the use of those
records for the care given prior to the written request to revoke consent but would apply to any care given after the request
has been presented.
5. For your security and right to privacy, all staff has been trained in the area of patient record privacy and a privacy official has
been designated to enforce those procedures in our office. We have taken all precautions that are known by this office to
assure that your records are not readily available to those who do not need them.
I have read and understand how my Patient Health Information will be used, and I agree to these policies and procedures.

Signature ______________________________________________________ Date ______________________
Consent to Care for Minor (only required if patient is under 18 years of age)

I authorize the practitioner(s) of Lawlor Chiropractic and whomever they may designate as their assistant to administer care
deemed necessary for my son/daughter.

Signature ______________________________________________________ Date ______________________
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