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Welcome and thank you for your interest in health, healing, and Chiropractic. 
Congratulations upon your first step in a profound, new healing model.  

You will explore the incredible healing power of your own body while learning to 
develop long-term strategies for taking care of your own health.  

Your initial visit will include a consultation, an in-depth spinal analysis to determine 
where there may be disturbances in the natural transmission of messages from your 
mind to your body and your body back to your mind, and your first, gentle adjustment.  

You will be scheduled for a half hour follow-up appointment to review the findings.  

This package includes:  

 History Form  

 A statement about Terms of Acceptance in this office.  

 A map to the office.  http://www.corporatewoods.com/Location/campus-
map.aspx 

To prepare for your initial office visit, please follow this list:  

 Thoroughly complete and sign the History Form before coming to the office.  

 Read, sign, and date the Terms of Acceptance in this office.  

 Plan to spend up to an hour in the office for your initial visit  

 Please be on time for your appointment.  

Your journey towards greater health and awareness begins with a very gentle 
adjustment of your nervous system. This consists of soft touches to your spine and 
adjacent soft tissues. Our objective is to enhance your neural and spinal integrity. No 
matter where you are in your experience; whether you wish to rid yourself of a pain, a 
symptom, or a disease, or you wish to grow beyond your present level of awareness, 
with a clear, flexible nervous system, you are on your way.  

We look forward to meeting you for your initial evaluation.  

 

Warmest regards,  

 

Dr. Jonah Yakel, D.C. 

 

P.S. Please remember to bring your completed paperwork with you.  
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HISTORY FORM 

Name: __________________________________________________________   Today’s Date: ________________________ 

Address: __________________________________________City: ________________________ State: _____ Zip: _________ 

Date of Birth: _______________________________ Age: ________ Height:  _______________ Weight:   _______________ 

Telephone (home): ___________________________________ (cell): _____________________________________________ 

(work): ___________________________________  E-mail address/ Fax #: ________________________________________ 

Marital Status:  M  S  D  W   Children’s Names:  ______________________________________________________ 

Spouse’s Name:  __________________________________  Referred by: __________________________________________ 

Occupation: ______________________________________  Employer: ___________________________________________ 

 

Please complete this general health history survey. This information provides your doctor with important information to better 

understand your history, your immediate and long-term goals, and any compromise in your health-related quality of life, or 

wellness.  

 
1. Do you have any current health concerns?......................................................................  Yes  No 

 

    Please describe your current health concern(s) and what treatment(s) you have received, or, what  

    you have done (if anything) regarding these concerns.  

    _________________________________________________________________________________________ 

    _________________________________________________________________________________________  

    _________________________________________________________________________________________ 

  

    Please grade the effect these current health concerns have on your quality of life.  
0 = NONE             1 = SLIGHT             2 = MODERATE             3 = EXTREME  

  

Concern about a particular symptom/condition...............___  Overall concern about health…..…..…...............___  

Effect on work.....................................................................___  Effect on recreation/play .....................................___ 

Effect on rest/sleep..............................................................___  Effect on social life ..............................................___ 

Effect on walking................................................................___  Effect on sitting ………………………………..____ 

Effect on exercise................................................................___  Effect on love life ................................................___ 

Effect on eating ................................................................___ Effect on ability to work ……..............................___ 

 

    Comments:      

    ________________________________________________________________________________ 

    ________________________________________________________________________________ 

    ________________________________________________________________________________   

 

    Has any other family member had the same or similar concerns?.................................... Yes  No     

    If yes, what did that person do about them? _____________________________________________  

    ________________________________________________________________________________ 
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2. Have you ever injured your spine, head, neck, back, or hips?............................................  Yes  No  

Date of most significant injury:_______________ What happened?_________________________ 

________________________________________________________________________________  

Date of most recent injury:___________________ What happened?_________________________ 

________________________________________________________________________________  

3. How do you feel about how you feel?  

 I feel helpless; nothing works.  

 I feel this is a terrible thing that has happened to me.  

 I feel this is a terrible thing that has happened to me, and I hope you can fix it.  

 I feel this is a pattern that has happened to me before; it is back again.  

 I feel this is a pattern that has happened to me before; I feel stuck.  

 I feel there is a message my body is giving me.  

 I deserve more than this.  

 I am going to move past this health concern by having the doctor treat it.  

 I am going to move past this health concern by becoming healthier.  

 I don’t like what I feel, but I am O.K. with feeling what I am feeling because it may be necessary for 

me to heal.  

 I am ready to make changes in my life to become healthier and more whole.  

 I have had enough and it is time to be well.  

 I don’t know how I feel about how I feel. I am too preoccupied with my present situation.  

4. Please grade your anticipated immediate results; what you hope to benefit from care in the office in the short 

term:  

A = VERY IMPORTANT       B = IMPORTANT       C = NOT SO IMPORTANT       D = DOES NOT APPLY  

Improvement with physical symptoms..........___ Improvement with reactions/responses to stress…….___ 

Overall improvement of my quality of life…____ Improvement with emotional/mental symptoms……..___ 

Improvement in enjoyment of life and the ability to make constructive choices for myself.......................___  

5. Please grade your anticipated long-term results; what you hope to benefit from care in the office in the long 

term:  

A = VERY IMPORTANT....... B = IMPORTANT ……C = NOT SO IMPORTANT…… D = DOES NOT APPLY  

Improvement with physical symptoms.......___ Improvement with reactions/responses to stress..___ 

Overall improvement of my quality of life. ___ Improvement with emotional/mental symptoms..___ 

Improvement in enjoyment of life and the ability to make constructive choices for myself...............____  
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6. Has your spine ever been professionally adjusted? ................................................................  Yes   No  

By whom and when? __________________________________________________________________ 

Why? _______________________________________________________________________________  

What did that person do for you? _________________________________________________________  

Are you still getting adjusted?   Yes   No ________________________________________________  

Were you pleased?  Yes  No __________________________________________________________  

Does your family receive chiropractic care?   Yes  No _____________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

7. Do you consult with a physician for other than routine evaluations?.................................... Yes  No  

 

8. When was your last visit to a physician, and what was the reason for the visit? _______________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

      What was done or suggested?_______________________________________________________       

      _______________________________________________________________________________ 

      _______________________________________________________________________________  

 
9. Please list medications (prescription or non-prescription) you have taken within the past 60 days: 

________________________________________________________________________________________  

 

10. Have you taken other medications for a period of more than three months in the past?...  Yes  No  

      What did you take? _____________________________________________________________________ 

 

11. What was the reason for taking this medication?_______________________________________________ 

_________________________________________________________________________________________  

 

12. Have you had any x-rays, CT scans, or MRI imaging of your spine, head, neck, back, or hips?. 

       Yes  No     If yes, when and why _______________________________________________________ 

  

      What were you told about them? ___________________________________________________________ 

 

      Where are these films now? _______________________________________________________________  

 

13. Have you had any surgery?  Yes  No    If yes, please explain: __________________________________ 

__________________________________________________________________________________________  

 

14. Have you broken any bones, or significantly sprained a part of your body?   Yes  No  

      If yes, please explain: ____________________________________________________________________  

 

15. Please list any herbs, nutritional supplements, or natural remedies you take regularly.__________________ 

_________________________________________________________________________________________  

_________________________________________________________________________________________  
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16.   Please rate the following stresses in order of increasing intensity.  

 
0 = NO AWARENESS OF STRESS             1 = SLIGHTLY STRESSFUL 

2 = MODERATELY STRESSFUL            3 = EXTREMELY STRESSFUL 
 

physical stress, trauma, abuse, including: falls, accidents, injuries, and impacts…………….....___  

emotional/mental stress; includes: loss of loved ones, rapid change in life situation, trauma.....___  

chemical stress; includes drugs, smoke, fumes, food additives.......................................................___ 

 

Experiencing any form of chronic stress or trauma results in tension in the body, and by its very nature, 

moves the body out of balance.  Please describe any past or present physical, mental/emotional or 

chemical stress that you believe has directly or indirectly lead to your current physical symptoms. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

17. Have you had a work related injury?   Yes  No   Please explain:  _________________________________ 

___________________________________________________________________________________________

___________________________________________________________________________________________  

 
Meeting with you to explain the objectives of care, reporting our findings, and communicating this to you, is very important to 
us. The answers you give to the following questions help your doctor maximize communication, so you can better participate in 

the program of care, as well as the educational process focused on your spine, nervous system, your health, and your wellness.  
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OUR PURPOSE  

A Statement of Clinical Objectives

My purpose in sharing this statement of clinical objectives is 

to clearly define my approach to chiropractic, healing, and 

those I serve in this office.  I wish to clearly communicate our 

responsibilities in this exciting relationship. 

The following concepts are central to the way in which I 

practice chiropractic.  I am pleased to share these ideas with 

you so our purpose can be in alignment from the very 

beginning. 

There is an intelligence within each individual which not only 

keeps that person alive, but also coordinates, repairs, renews 

and heals every cell of the body. 

The nervous system is the main distribution center and 

coordinating system for this innate intelligence. 

Proper coordination, repair, movement, healing, and genetic 

potential cannot be fully expressed when this life power and 

intelligence is blocked or redirected. 

The purpose of chiropractic adjustments given in this office 

are to correct vertebral subluxations, allowing a greater 

communication of this life power and coordinating 

intelligence thus promoting better health. 

Everyone, in spite of specific symptoms or ailments, can 

benefit from a more flexible and subluxation-free spine and 

nervous system. 

Symptoms are not necessarily a sign of illness, they can occur 

to alert the individual of the need for change. 

Specific location of symptoms does not correlate to specific 

subluxations needing to be adjusted.  Severity of symptoms 

does not correlate to severity of subluxations.  The reduction 

of symptoms is not an effective indicator of improved health. 

An individual may have symptoms and not need an adjustment 

on a particular visit.  An individual may have no symptoms 

and may require extensive adjustments on a particular visit.  A 

person’s symptoms are not necessarily in direct relationship to 

his or her prognosis. 

I do not treat specific symptoms, conditions or ailments, other 

than vertebral subluxations.  I do not imply that any particular 

adjustment or series of adjustments will have a direct effect on 

any symptom or condition a person may be presenting.  

Research studies show that thousands of patients who receive 

chiropractic adjustments report improved physical and 

emotional health and well-being. 

I encourage any individual having concerns about symptoms 

or ailments to consult with a disease or symptom care 

specialist. 

By their very intent, various treatments may interfere with the 

functioning of the nervous system.  This may include drugs 

such as pain relievers, muscle relaxers, anti-inflammatory 

compounds and mood altering medication.  This can often 

prolong the time required for spinal correction. 

Medication levels for an inflexible body-mind stuck in 

sickness are not necessarily the same as for a body becoming 

well. 

I will not venture into the practice of medicine by advising 

about the need for reduction of medication.  I suggest you 

speak with your physician to determine the objective and goal 

to be obtained by receiving a particular medical treatment.  

Determine if this is consistent with your desire for wellness at 

this point in time.  Your physician may guide you in changing 

the medications or treatments you are presently utilizing to 

accommodate for your changing body-mind. 

Consistent with the above concepts, I locate and adjust 

vertebral subluxations using the techniques I believe to be the 

most honoring and effective. 

Sincerely, 

Jonah Yakel, DC 

I,                                             have read this statement of 

purpose and understand its contents.  I understand that the 

spinal adjustments offered in this office are not a replacement 

for any form of treatment provided by other types of 

practitioners.  I understand that I am not being treated for any 

condition or symptom other that vertebral subluxation.  This 

office offers chiropractic as a form of health and wellness 

care, to promote the natural mechanisms for self-healing and 

empowerment, as compared to specific target treatment. 

Signature: _________________________________________                                 

Date: _____________________ 


